How Do People Make Sense of Their Experiences of Psychosis?: An Interpretative Phenomenological Analysis. by Harrison, Mia.
How do people make sense of their experiences of psychosis? An interpretative
phenomenological analysis
by
Mia Harrison
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Department of Psychology 
Faculty of Arts and Human Sciences 
University of Surrey
May 2011
© Mia Harrison 2011
ProQuest Number: 27558632
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27558632
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Introduction to the portfolio
This portfolio contains a selection of work completed for the Doctorate of Psychology 
(PsychD) clinical training course.
Contents are as follows: (i) the academic dossier, consisting of two essays, three 
problem-based learning accounts and two personal and professional learning discussion 
group (PPLDG) process account summaries; (ii) the clinical dossier, containing five 
placement summaries, four case report summaries and a summary of the oral 
presentation of clinical activity; (ill) the research dossier comprising the research 
logbook, the service related research project completed in Year 1, the abstract of the 
qualitative research project completed in Year 2 and the major research project 
completed in Year 3.
This portfolio of work reflects the range of client groups, presenting problems and 
psychological approaches covered during training. The work presented illustrates the 
development of clinical, academic and research skills gained over the training period.
Identifying details have been removed or changed throughout so as to maintain 
confidentiality and anonymity.
Copyright Statement
No part of this portfolio may be reproduced without permission of the author, except for 
legitimate academic purposes. © Mia Harrison
Acknowledgements
I would like to extend thanks to members of the entire course team for their support 
during training. Special thanks go to my tutors Vikky Fetch and Arlene Vetere and my 
research supervisor Dora Brown. I would also like to extend thanks to Mary John for her 
valuable support throughout my own personal training journey.
My thanks goes to my placement supervisors for their support and also for sharing their 
knowledge and own clinical experiences with me. Each one gave me a broad range of 
opportunities in which to learn and grow both personally and professionally. Included 
here is my gratitude to every person I worked with during these placements. Without 
their willingness to work alongside me, my development as a psychologist would have 
been impossible and my development as a person would not have been so enriching.
Without the lifelong encouragement of my parents, Tricia and Albert, and the rest of my 
family I doubt I would have had the confidence to embark on training. Without their huge 
support throughout, I may not have finished it. Finally, I thank my husband, Jonathan for 
being solidly by my side, never doubting that I could do it and my daughter Nuala for 
arriving in the middle of training and giving me a whole new perspective on life.
Contents
Page
ACADEMIC DOSSIER 
Adult Mental Health Essay
Even people who feel paranoid have enemies! 
Discuss the possible meaning and function of 
paranoid / persecutory ideas. How might clinical 
psychologists work with people who feel so afraid? 
Professional Issues Essay 
What impact do you think New Ways of Working 
might have on clinical psychologists, their colleagues 
in the NHS and service users and carers?
PBL Reflective Account I
The relationship to change
PBL Reflective Account II
Child protection, domestic violence, parenting and
learning disabilities
PBL Reflective Account III
How do we know if increasing Access to
Psychological Therapies (lAPT) is working?
PPLDG Process Account I 
Summary
PPLDG Process Account II
Summary
CLINICAL DOSSIER
Overview of Clinical Placement Experience 
Summary of Adult Mental Health Case Report I
Graded exposure with a male in his late thirties
presenting with claustrophobia
Summary of Adult Mental Health Case Report II
Cognitive Behavioural Therapy (CBT), utilising 
Exposure Response Prevention (ERP) with a lady in 
her mid-twenties presenting with severe OCD
Location
On paper
23
39
46
53
60
62
65
69
71
On paper
On paper 
On paper
On paper
On paper 
On paper
On paper 
On paper
On paper
Summary of Learning Disabilities Case Report 73 On paper
Extended assessment with a young lady in her late 
teens referred to psychology in a CTPLD
Summary of CAMHS Oral Presentation of Clinical 75 On paper
Activity
Cognitive Behavioural Therapy (CBT), with a teenage 
male referred for help with his ‘rigid thinking’ and 
difficulties with feelings of anger. This young man had 
recently been given a diagnosis of Asperger 
Syndrome
Summary of Advanced Competencies Case 78 On paper
Report
An extended risk assessment with a male in late 
adolescence referred for harmful sexual behaviour 
RESEARCH DOSSIER
Research Log Checklist 81 On paper
Service Related Research Project 82 On paper
Evaluation of a carer’s group provided by the 
rehabilitation and recovery service and the assertive 
outreach team (ACT) in an NHS Trust
Abstract of Qualitative Research Project 102 On paper
Trainee psychologists’ perceptions of spirituality and 
the integration of spirituality and therapy
Major Research Project 104 On paper
How do people make sense of their experiences of 
psychosis? An interpretative phenomenological 
analysis
Academic Dossier
Adult Mental Health Essay
Even people who feel paranoid have enemies! Discuss the possible meaning and 
function of paranoid/persecutory ideas. How might clinical psychologists work 
with people who feel so afraid?
Year 1
December 2006
Personal Reflections on choosing this title
On reading the essay titles I was immediately drawn to the above discussion. My 
reasons for this are that I have always questioned the idea of ‘mental illness’ as being a 
separate entity from that which the so-called ‘normal’ population experience and feel 
strongly about the importance of investigating the meaning behind peoples’ distressing 
experiences. I believe this stems from my role as a carer for a younger family member, 
which shaped my interests at undergraduate level. The need to understand individual 
distress as well as the theories behind any given ‘illness’ or ‘condition’ continues to 
influence my work today.
For these reasons, the opportunity to investigate the possible meaning and function of 
paranoid/persecutory ideas where they are not viewed as something bizarre or
inexplicable naturally appealed to me. I feel it is important as a clinician to listen to and 
respect someone’s ideas even when they seem improbable compared to the
experiences I have had or I am familiar with. Therefore, the opening statement that
people who feel paranoid have enemies was attractive to me as it opens up the
possibility that even if an idea seems unusual, it is a reality for the person in question 
and may well be a true reflection of what is happening. It also calls into question the 
notion of an ‘expert’ therapist who knows best about the clients’ experiences, something 
which I feel can be inappropriate, unhelpful and possibly disempowering for the client.
The question highlights that it may not be whether the paranoid ideas are based on real 
events which is the important issue, but that the person is afraid of what is going on. As 
a clinical psychologist, one of my roles is to help to reduce distress and to assist people 
in managing their fears, not to question the reality of what they are telling me. My final 
reason for choosing this question is to explore the ways in which clinical psychologists 
are currently working with those who experience paranoid/persecutory ideas. I hope this 
will serve to inform my work on my adult placement where I will be working with people 
who are in distress as a result of these ideas.
Introduction
“Judgement is the most important faculty we have" (Sacks, 1986, pg. 18). For us to be in 
the world, we have to make sense of events happening around us. It is reasonable to
accept that the judgements we make in order to do this will be influenced by our social, 
political, spiritual and scientific beliefs. To illustrate the importance of past experiences 
when making sense of something unusual, I will use the personal example of attending a 
charismatic Christian Church where people pray and sing in tongues. My interpretation 
of this event is that these people are communicating with God as a result of a gift of the 
Holy Spirit and therefore, I have no fear of this and do not need to make sense of it. For 
someone who has no previous experience or knowledge of what is happening, this event 
may be interpreted in a totally different way, possibly as something strange or even 
frightening. In fact, in the past, speaking in tongues or Glossolalia, has been viewed as 
a psychopathological trait and been linked with being “unintelligible, obscure and half 
crazy” (Cutten, 1927, p.36). I feel this is a clear example of what seems strange to one 
person is perfectly reasonable and understandable to another.
It would seem then, that the meaning we attach to an event, or the judgement we make 
in a given situation is important in the way that we understand it. It has been suggested 
that paranoid/persecutory ideas are a way of making sense of events or experiences that 
may be unfamiliar (Maher, 1988 cited in Freeman et al., 2002). In this essay, I will look 
at the different ways in which paranoid/persecutory ideas have been conceptualised. 
This is to gain an understanding of what is meant by the term and to see what possible 
meaning and function they may serve as suggested by the research. In doing this, I feel 
it will help to put into context the ways in which clinical psychologists may be working 
with people who are experiencing paranoid/persecutory ideas.
There are two hypotheses from the literature which I will be drawing upon to investigate 
the meaning and function of paranoid ideas. Firstly, I will be looking at the work of 
Richard Bentall and colleagues. They investigated the attributional style of people with 
paranoid/persecutory ideas and see them as serving the function of protecting self­
esteem. I will also be discussing the work of Daniel Freeman, Philippa Garety and 
colleagues. Their work indicates a normalising of paranoid/persecutory ideas and an 
emphasis on the emotional distress and anxiety that is part of them. They also draw 
attention to the relevance of searching for meaning when we experience unusual or 
emotionally significant events. I feel that concentrating mainly on the ideas of those 
named above will give my essay a focus. This will allow me to explore in detail how their
ideas relate to my clinical work and how I might, as a clinical psychologist work with 
people who are afraid due to their paranoid ideas.
In addition to looking at some of the more general ways that clinical psychologists may 
approach their work with people who are experiencing paranoid/persecutory ideas, I will 
look at the use of cognitive behavioural therapy (CBT). My reasons for mainly focusing 
on the CBT model are that it will be the predominant way of working in my first 
placement and is also currently recommended by the National Institute for Clinical 
Excellence when working with people who have a diagnosis of schizophrenia, of which 
paranoid/persecutory ideas can be viewed as a symptom (NICE, 2002).
Conceptualisations of paranoid/persecutory ideas
From a psychoanalytic point of view, Freud suggested that a defensive struggle against 
a homosexual fantasy may manifest itself as a persecutory delusion (Freud, 1911). 
More recent psychodynamic conceptualisations of delusions suggest that psychotic 
symptoms, including delusions, are a signal that something is wrong and may represent 
past hidden traumas (Silva et al., 2003). However, it could be argued that the main 
model which has dominated the world of mental health and illness for many years is the 
medical model. Conceptualisations of paranoid/persecutory ideas from this viewpoint 
are very different and have been influential in the treatment which people have received.
Paranoid Ideas as ‘symptoms’
For a long time, the medical model has viewed paranoid/perseCutory ideas as a 
‘symptom’ of psychosis or schizophrenia. This is reflected in the diagnostic manuals, the 
American Psychiatric Association’s Diagnostic and statistical manual, fourth edition 
(DSM-IV; APA, 1994) and the World Health Organisation’s International classification of 
diseases, tenth edition (ICD-10; WHO, 1992a). In these manuals, the medical term for 
these ideas is ‘delusions’. For clinicians using the DSM-IV, a diagnosis of schizophrenia 
can be given if two or more of the characteristic symptoms are present, of which 
delusions are named as one. It further stipulates that if the delusions are bizarre, then 
no other symptoms are necessary to make the diagnosis. I feel that this in itself is 
problematic, since the concept of ‘bizarreness’ is arguably subjective as demonstrated 
by the personal example given earlier regarding glossolalia. In a similar vein to the
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DSM-IV, the ICD-10 describes delusional perception as one of the most ‘important 
psychopathological phenomena’ when making a diagnosis of schizophrenia. (ICD- 10; 
WHO, version for 2006 online).
The concept of schizophrenia dates back to Emil Kraeplin’s research to discover a 
common pathology for a group of behaviours. He coined the term ‘dementia praecox’ 
meaning ‘early dementia’ and claimed he had discovered an incurable, degenerative 
illness (Kraeplin, 1913, cited in Read, 2004, p.22). This view still prevails somewhat 
today and schizophrenia is described in the UK as being a “major psychiatric disorder (or 
cluster of disorders) that alters an individuals perception, thoughts, affect and behaviour” 
(NICE, 2006 p.6). As symptoms of this ‘disorder’, delusions are the most commonly 
reported beliefs (Randall et al., 2003). It would seem then, that there has been a long 
history of paranoid/persecutory ideas being viewed as a symptom of something else 
rather than looking at the possible meaning or function they might serve in their own 
right.
Recently, however, the idea of schizophrenia as being a meaningful concept has been 
called into question. Richard Bentall suggests that since many patients do not fit into the 
categories described by diagnostic manuals and there is no clear line between 
schizophrenia and normal functioning, it may be more useful to investigate symptoms 
rather than syndromes (Bentall, 1990). This symptom approach to research has 
produced some interesting theories about the meaning and function of 
paranoid/persecutory ideas rather than concentrating on fitting people into the syndrome 
of schizophrenia.
Professional issues in challenging longstanding concepts
I feel it is worth noting at this point that this alternative way of thinking about such long- 
established concepts may raise professional issues when working in multi-disciplinary 
teams (MDT). Those professionals who come from a predominantly medical background 
may be more driven to look at groups of behaviours together as symptoms of ‘illnesses’ 
such as schizophrenia. I am not suggesting this is always the case and I also recognise 
there is an obligation for everyone working in an MDT regardless of background to 
employ evidence-based practices. This is true for clinical psychologists using
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psychotherapies as well as psychiatrists using pharmacological treatments. For those 
who prescribe pharmacological treatments, particular drugs are licensed for particular 
illnesses and therefore, a diagnostic way of working is more necessary. For clinical 
psychologists, the remit may be to involve service users. Clinical training is increasingly 
encouraging trainees to think about ways in which service users can be involved in 
services in ways that are not merely tokenistic. Service users have first hand 
experience in hearing the ways in which their ‘illnesses’ are discussed. They could offer 
their expertise in order to establish mutually agreeable ways of thinking and talking about 
these concepts.
Attributional Style Theory
In 1989, Kaney and Bentall investigated the attributional style of people with persecutory 
delusions. Using the attributional style questionnaire, they found that people who 
experience paranoid ideas made more external, global and stable attributions for 
negative events, meaning they interpreted them as being outside their control and as 
affecting their whole lives (Kaney & Bentall, 1989). Additionally, these people made 
more internal attributions for positive events. In a later study, Bentall suggests that this 
style of paranoid thinking and the attributions that are made for it, serve the function of 
protecting self esteem by reducing the difference between perception of the self as it is 
and the ideal self (Bentall et al., 1994). It could be deduced from these arguments that 
people experiencing paranoid/persecutory ideas will not demonstrate low levels of self 
esteem since they are protecting themselves from this through their beliefs about 
themselves and their position in the world.
Support for Bentalls’ theory
Following Kaney and Bentalls’ 1989 experiment, there have been further investigations 
into attributional style and processes to support their ideas (e.g. Bentall et al., 1994). 
However, the idea that holding paranoid/persecutory ideas protects self esteem has not 
always been supported and there has been contradictory evidence to show that these 
people actually suffer from lower self esteem (e.g. Smith et al., 2006). Additionally, 
Jolley et al. (2006) found that persecutory beliefs on their own were not related to any 
particular attributional style. In considering support for his theory, Bentall himself has 
recently identified that there are difficulties in measuring peoples attributions and also
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acknowledged that support for the model has been mixed. His conclusion is that the 
relationship between paranoia, self esteem and attributions is likely to be complex 
(Bentall & Taylor, 2006). On reflection, I feel that this is a reasonable conclusion. If we 
are to question the validity of schizophrenia as a construct, then it is arguably no more 
sensible or useful to suppose that there will be a common meaning or function behind 
the individual symptoms under investigation. Paranoid/persecutory ideas may serve as 
a protection of self esteem for one person but that does not mean we can generalise this 
to account for everyone who experiences these ideas. A further personal reflection on 
Bentalls’ self esteem theory is that those people who are experiencing 
paranoid/persecutory ideas to the extent that they seek help from a clinical psychologist, 
are likely to be in distress. Although intuitive and therefore subjective, I feel that distress 
is likely to have a negative impact on self esteem.
Clinical implications of Bentalls’ theory
If people are distressed by their ideas, should the goal of therapy simply be to try and 
change the paranoid ideas so as to alleviate the distress? According to the attributional 
theory, this would not be advisable. If a client is protecting their self esteem through their 
beliefs, it would not be beneficial to simply try to change them. This has been supported 
in research showing that people who have doubt in a delusion without an alternative 
explanation suffer from lower self esteem (Freeman et al., 2004). However, as a clinical 
psychologist, it could be argued that there is a duty of care to work towards challenging 
these beliefs. There is evidence to show that persecutory delusions are the most likely 
type of delusion to be acted upon (Wessely et al., 1993). Clinical psychologists need to 
be able to challenge these types of beliefs to reduce the risk of the possibility that the 
client will act upon them. A collaborative approach is needed.
Rather than offering an alternative view to the client, it may be more beneficial to jointly 
explore other possible explanations for events. In an example of clinical practice, my 
supervisor shared a case study with me. The client’s beliefs that the world was not safe 
and that other people lie had been attributed externally so that the client came to believe 
that people intended him/her harm. Working within a CBT framework, the formulation 
eventually enabled them to consider some alternative explanations for the client’s 
beliefs. Normalising the client’s reaction to a situation and the ideas which were formed
13
as a consequence, seemed to build trust in the relationship which facilitated the piece of 
work. The client did come to have some belief in the alternative explanations for his 
ideas (C. Strauss, personal communication, 15/11/2006).
A cognitive model of persecutory delusions
It has been proposed that searching for meaning for unusual or emotionally significant 
experiences can cause threat beliefs, or persecutory delusions to arise (Freeman et al., 
2002). They also suggest that anxiety is a key emotion in the formation of persecutory 
delusions (p.335). Additionally, Freeman et al. highlight the emotional distress that is 
associated not only with the content of the delusion but also with the further appraisal of, 
and experiences related to the delusion. A further investigation into the role of emotion 
in persecutory delusions revealed the importance of how powerful the persecutor is 
perceived to be (Green et ai, 2006). This model incorporates Bentall’s attributional bias 
in that it is acknowledged that a delusion is an attribution, but it is argued that 
persecutory delusions are a reflection of the emotions and not a defence against them.
In 2004, Freeman and Garety stated that “persecutory delusions are explicable in terms 
of normal psychological processes” (p. 643). They advocate the idea of a continuum 
where any person is capable of experiencing suspicious thoughts. It is when these 
thoughts preoccupy someone and interfere with their life that they are related to 
persecutory delusions. To support this. Freeman and Garety demonstrated evidence of 
‘non-clinical paranoia’ in an experiment using virtual reality. People made different 
inferences about characters in a library scene. Whilst some viewed them as friendly, 
others viewed them as hostile and rude. These ideas appeal to me in that they do not 
suppose fundamental differences between people who experience paranoid ideas and 
those who do not, but they emphasise the difference in the judgements that people 
make.
Paranoia in a non-clinical population was also found by Fowler et al. (2006). In 
developing the Brief Core Schema Scales, they found that negative evaluations of the 
self and others are associated with paranoia in the non-clinical population. Therefore, 
whilst it would seem clear that we can all experience paranoid ideas, it seems to be the 
level of preoccupation and the distress associated with them that distinguishes between 
non-clinical and clinical populations. These ideas could be helpful for clinical
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psychologists working with people who are afraid due to their ideas. If the client can 
hear that other people, indeed most people, at some time experience these types of 
ideas, it may alleviate some initial distress that they are the only ones feeling this way. 
This in turn may contribute towards a therapeutic alliance being formed, which will 
hopefully mean that a collaborative piece of work can be achieved.
Paranoid ideas as useful beliefs
Following on from Freeman and Garety’s findings in the virtual reality experiment, I feel 
that it is worth thinking about how paranoia may be helpful in certain situations. For 
example, living in an area that has high levels of interpersonal crime may pose a true 
threat. Feeling paranoid in this environment is probably going to be helpful in that 
potentially dangerous people or situations can be avoided. It is also important to note 
that our world with real threats of terrorism and recent news of spies being poisoned can 
make paranoid/persecutory ideas seem reasonable conclusions to come to. Most 
people are also aware that our environment, from town centres to car parks to 
supermarkets are all protected with CCTV so the feeling of being watched is a very real 
one in many circumstances. The different theories for the meaning and function of 
paranoid ideas and the acknowledgement that they are common and at times useful, 
leads me into an examination of the ways in which clinical psychologists may work with 
people who hold these ideas to the extent that they cause them distress.
Cognitive Behavioural Therapy (CBT)
CBT emphasises the importance of thoughts, mood, behaviours, physical reactions and 
the environment in contributing towards mental health difficulties and distress. It works 
on the premise that changes in one area can lead to changes in another. For example, 
changing behaviour may influence how we think or feel just as changes in thinking can 
result in changes in behaviour. NICE guidelines for schizophrenia (2002) recommend 
that cognitive behavioural therapy should be “available as a treatment option for people 
with schizophrenia” (p. 16). NICE stipulate that it should be offered to people with 
persisting psychotic symptoms, which as previously mentioned, delusions are classified 
as. NICE also recommend that CBT can be used to develop insight and to address the 
issue of treatment adherence (to medications).
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A report issued by the Division of Clinical Psychology also draws attention to the fact that 
CBT is a “tried and tested intervention” for psychotic experiences (British Psychological 
Society (BPS), 2000, p.44). I feel it is important to highlight the importance of a risk 
assessment being carried out before any therapy is started. Paranoid ideas can be 
distressing as I have already reported. Therefore, levels of depression including suicidal 
ideation need to be assessed ahead of commencing CBT. Both the NICE guidelines and 
the BPS report outlined above lead me on to explore how clinical psychologists can use 
CBT to work with people who are distressed as a result of their paranoid/persecutory 
ideas.
CBT techniques for delusions
The ideas of Freeman and colleagues suggest that previous experiences and emotional 
state will be important in whether situations are perceived to be threatening and whether 
persecutory delusions are formed as a result. Additionally, the powerfulness of the 
perceived persecutor will result in lower self esteem and higher levels of depression. 
This has clear implications for working within a CBT framework in order to address the 
thoughts themselves (e.g. “people are out to get me”) and the feelings that accompany 
them. CBT techniques can also be used to work on the depression and/or anxiety that 
may accompany the paranoid ideas.
As indicated by the attributional theory the aim of therapy is not going to be to challenge 
people’s ideas directly. This could have a detrimental effect on the therapeutic 
relationship, where the client distrusts the therapist for not believing what they are telling 
them. The attributional theory would also suggest that it could be harmful for the client if 
they are indeed protecting their self esteem through their beliefs. Instead, CBT can be 
used to examine the evidence supporting the beliefs. This can be done using thought 
diaries/forms where thoughts are identified and evidence is sought to confirm or 
disconfirm them. Identifying alternative explanations for events through these 
techniques can help to alleviate the distress that they cause. Similarly, the ideas put 
forward by Freeman and colleagues linking anxiety with paranoid/persecutory beliefs are 
ideal conceptualisations for working in a CBT framework. Freeman has demonstrated a 
belief in the success of CBT techniques for paranoid ideas by writing a self-help guide 
which will be briefly discussed below.
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Self-help for paranoid/persecutory ideas
Freeman and Garety have published the first self help guide for people experiencing 
these types of thoughts (Freeman & Garety 2006). The book is a self help guide using 
CBT. It normalises the idea of suspicious thoughts before moving onto looking for 
alternative explanations and setting up experiments to test out the ideas. The 
publication of a self help guide is, in itself, an implication that it is a relatively ‘normal’ 
phenomenon, something which may encourage people to address it either with this self 
help guide or by seeking help from services or professionals. The book links suspicious 
thoughts to four key responses, namely ‘believing our suspicions are true’, ‘behaving as 
if our suspicions are true’, ‘feeling anxious’ and ‘feeling down’ (p.89). I thought this was 
an extremely clear way of encouraging people to look at the different elements of having 
paranoid ideas. The case study examples are also excellent for demonstrating the 
different forms of suspicious thoughts people can experience, and may encourage 
people to see how their own ideas may have been formed and how they might be 
maintaining them.
The book has some excellent worked examples of thought diaries which challenge 
thoughts and look for evidence against them and also draws attention to the goals that 
people might have around their thoughts. However, I feel that one shortcoming of using 
a self help guide for these types of ideas is that without the help of a therapist, it may be 
extremely difficult for the person to come up with evidence against the thoughts on their 
own. This seems to be supported by research which shows that people will dismiss 
disconfirmatory evidence or not attend to it as they may be using safety behaviours such 
as avoidance (Freeman et al., 2002). These safety behaviours may prevent the person 
being able to seek disconfirmatory evidence for their ideas as they avoid situations 
where the thoughts are likely to occur. If this is the case, then the use of a self help 
guide will arguably be made difficult. The ideas may need to be collaboratively reviewed 
to explore alternative evidence. If someone has believed their paranoid/persecutory 
ideas for a considerable time, a book may not be enough to change them.
Additionally, without the face to face contact of a therapist, there is no opportunity to 
explore other factors that may be causing the individual to be distressed such as their 
living situation, social support network or current employment. I feel that where the book
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is most useful is in normalising paranoid ideas for those people who are not severely 
preoccupied with them. Also, for people who may be at the ‘less distressed’ end of the 
scale as a result of their beliefs, it may be a useful way of gaining a different perspective.
Summary and conclusion
In this essay, I have reported on different conceptualisations of the possible meaning 
and function of paranoid/persecutory ideas. I looked briefly at psychodynamic ideas that 
the beliefs represents hidden trauma before looking at the medical model of delusions as 
symptoms of schizophrenia. Moving on from this I have explored how the very concept 
of schizophrenia as something useful has been called into question. This has resulted in 
research being conducted into individual symptoms rather than overriding syndromes.
Through this research, paranoid ideas have been suggested as being protective in their 
function, or alternatively, as being a reflection of the emotions of the individual. In 
keeping with the idea of symptom research rather than syndrome research, it would 
seem to me that the meaning and function of each individual client’s 
paranoid/persecutory ideas may be different. It could be useful for some further 
research to be done through case studies to see what function or meaning 
paranoid/persecutory ideas have for the individual. One of the reasons for calling into 
question the usefulness of a concept such as schizophrenia is that people do not always 
fit into the diagnostic categories. Therefore, there is no reason to assume that 
paranoid/persecutory ideas are serving the same function or hold the same meaning for 
everyone who is distressed by them. Although individual case studies are not as ‘robust’ 
as bigger randomly controlled trials (RCT), they arguably have just as much relevance to 
clinical practice since no two clients will be the same. They can suggest lots of different 
possible meanings and functions of these types of ideas so that we are challenged as 
clinical psychologists to explore each case rather than necessarily looking for similarities 
to other clients.
Finally, the essay has explored how CBT can be used to assists clients to look for 
alternative explanations for events as well as being used to work on other factors that 
may be problematic for these clients such as low self esteem, low mood and anxiety. 
CBT is the most widely used therapy, in part due to its recommendations by NICE and
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the wide body of evidence showing its effectiveness. However, other forms of 
psychotherapy could be used for clients that do not like or can not work with CBT. There 
is research that has been conducted into different forms of psychotherapy for paranoid 
ideas, which I have not alluded to here due to the word limit (e.g. Silva et al., 2003, 
Jakes & Rhodes, 2003).
I believe that people who feel paranoid can indeed have enemies and have looked at the 
situations where paranoid ideas are reasonable and even useful. Clinical psychologists 
need to build a trusting therapeutic alliance in order to work in a sensitive way which will 
ultimately challenge those ideas which become preoccupying and/or distressing.
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What impact do you think New Ways of Working might have on Clinical Psychologists, 
their colleagues and service users and carers?
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Introduction
Before embarking upon this essay, my understanding of new ways of working (NWW) 
was vague. We had heard talks on the topic informing us of changes being afoot that 
may eradicate the traditional doctorate route to becoming a ‘clinical psychologist’. 
Instead, there would be a number of different career pathways to be forged by the 
thousands of psychology students graduating each year. However, as I was already in 
the system, I did not until now explore exactly what NWW might mean to myself, my 
colleagues or the services I may find myself working in on qualifying. I have therefore 
looked upon this essay as an opportunity to understand the impact that this initiative to 
revolutionise services may have for all of us who are part of the mental health system.
NWW hopes to change the way services in the National Health Service (NHS) are 
delivered. The focus for the future is envisaged as a cultural shift towards a person- 
centred, values-based approach with choice and mental health promotion as key driving 
forces. NWW intends to provide a strategy and direction for the whole mental health 
workforce to enable them to achieve this shift. It will be part of a whole systems reform 
which takes into account wider policies and agendas including. Foundation Trusts, 
Improving Access to Psychological Therapies (Care Services Improvement Partnership 
OSIP, 2007) and the 10 Essential Shared Capabilities (10 ESC) (Department of Health, 
2004).
Since NWW is to review and consequently change many traditional working practices 
there will inevitably be an impact on the workforce. This essay aims to describe the 
impact NWW will have on clinical psychologists, their colleagues in the NHS and service 
users and carers. It will look at the impact in terms of changes to current roles, practices 
and teams and what this will mean for the relevant mental health workers and their 
service users and carers. It will also consider the impact of NWW in terms of the 
advantages and disadvantages of the changes for those same people.
It will consider the implications for training and the necessity of evaluation and will outline 
how clinical psychologists will be called upon to increase the understanding of a 
psychological perspective for the whole workforce. Although there are many policies and 
agendas which are integral to the successful implementation of NWW, I will pay attention 
to the two which are said to underpin it, namely the 10 ESC and the concept of recovery
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(Department of Health, 2007). I will also consider the longstanding intentions to change 
mental health services for the better and the impact that this may have on the success of 
NWW.
The British Psychological Society (BPS) set up a subgroup to address objectives which 
were pertinent to NWW (BPS, 2005). Seven separate project groups were to address 
new pre-qualification roles, training models, career pathways, organising psychological 
services, team working, lAPT and mental health legislation. As a trainee clinical 
psychologist it seemed to make sense to use some of these as headings to structure this 
essay. Following a brief history outlining how NWW has come about, the headings will 
provide a clear direction from which to explore the impact on clinical psychologists. This 
will then allow a consideration of the wider implications and impact for my colleagues 
and the service users and carers who will be at the receiving end of these new ways of 
working. To attempt to examine each of the seven groups would be beyond the limit of 
five thousand words and I will therefore not refer to all in detail.
NWW will have an impact on how psychologists are employed in the future and what 
they will be expected to do in teams and the wider services. As a trainee clinical 
psychologist, I need to maximise my training experience in order to gain the skills and 
knowledge required to be part of future mental health services. As a developing 
scientist-reflective practitioner, I will consider the relevant literature, as well as drawing 
on personal experiences in order to present my understanding of the impact of new ways 
of working. Personal experiences will be written in italics so as to be clear to the reader.
How have we arrived at NWW?
Proposed changes to mental health services are not a new phenomenon. Since the 
closure of the large institutions back in the 1960s, there have been various agendas 
which have attempted to improve services for the people who use them. The 
introduction of the mental health act in 1983, which sought to give some protection to 
people who were suffering mental health difficulties, has been followed by numerous 
government policies and initiatives. In the 1990’s, these included the community care 
act (1990) which addressed services for vulnerable adults in general. This was the first 
piece of legislation to establish a formal requirement for service user involvement in
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service planning. The service user movement itself had started much earlier, for 
example, in 1845 there was an alleged Lunatics’ Friend Society, which is seen as a 
forerunner of present advocacy groups (Campbell, 2006). However, it now seemed that 
there was wider recognition of the important role service users have to play in the way 
services are provided.
Following this, the Care Programme Approach (CPA) (DOH, 1991) which was applicable 
to anyone in touch with secondary mental health services, aimed to provide individually 
tailored packages of care and was intended to be used in a collaborative way with 
service users contributing to the care they received. In 1998, the Labour government 
stated that they would standardise care, encouraging audit and evaluation and proposing 
guidelines to assist in its plans (DOH, 1998). As part of this vision, the National Service 
Framework for mental health (DOH, 1999) set out to ensure there were no unacceptable 
variations in care and to ensure effective care was provided for those with severe and 
enduring mental health problems. In addition to the NSF, The National Institute for 
Clinical Excellence (NICE) have produced numerous guidelines to ensure that people 
receive the best evidence-based interventions available.
However, despite the proposed new approaches, frameworks and guidelines which have 
been around in various forms since the 1960s, a national Mapping Exercise carried out 
by the Workforce Action Team (WAT) in 2001, showed that gaps in professionals’ 
training was hindering their ability to deliver the Mental Health National Health Service 
Framework (MHNHSF) and the NHS Plan (NHSP, Department of Health, 2000b). 
Omissions included service user and carer involvement, working with families and 
working with diversity (10 ESC, Department of Health, 2004). Service users and their 
families reported that they still felt on the periphery of services where they were not really 
listened to or consulted about the way services are delivered.
Whilst on my adult mental health placement, this concern was reflected in the findings of 
my service related research project (SRRP) where carers wondered whether the 
professionals really valued what they thought and whether this actually had an impact on 
the services they delivered. Additionally, on attending a regional meeting of CAPITAL, a 
service user group in Sussex, one of its members was expressing his disappointment
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that despite his 30 years experience as an artist, his ideas for the artwork in the new 
hospital were, in his opinion, dismissed out of hand, leading him to feel that he was only 
there as a ‘token’ service user.
New ways of working wants to address this and suggests that putting service users at 
the heart of services as equal partners is fundamental to its principles (DOH, 2007). In 
keeping with this, underpinning the NWW project are the 10 ESC and an emphasis on 
recovery. The 10 ESC are ideas that every mental health professional should be familiar 
with and incorporate into their practice. They include working in partnership with 
colleagues, service users and their families, promoting recovery and respecting diversity. 
They also highlight the importance of challenging inequality and identifying people’s 
strengths and needs. Finally they place importance on the delivery of evidence and 
value based interventions and they focus on personal development and learning.
Recovery as a concept was heralded by the service user movement itself and NWW is 
once again emphasising its importance. A detailed review of what is meant by ‘recovery’ 
is beyond the scope of this essay, but it incorporates values such as hope, optimism and 
self empowerment. It is about the recovery of roles and well being and it recognises 
individual potential. Health professionals need to be aware that it is not about the notion 
of a cure or even the elimination of symptoms but on being focused on each individual’s 
strengths, facilitating their own self determination. It could be argued that if the 
workforce were to operate within the 10 ESC and with a focus on recovery, then services 
would inevitably improve. So what are the practical changes suggested by NWW in 
order to make these ideals a reality? As suggested in the introduction, the headings 
used below come from a number of the objectives addressed by the BPS subgroup in 
order to answer this question.
New Pre-qualification roles
NWW has recognised the possible forthcoming shortage in young people coming up to 
join the workforce and has seen the potential for tapping into the much underused 
psychology graduate population. NWW states that new roles including support time and 
recovery (STR) workers, associate psychologists and peer supporters, will bring new 
people into the workforce. This is important for a number of reasons. Firstly, there has
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been a growth in demand for psychological services from organisations and service 
users and carers (DOH, 2005). This has been coupled with the evidence base for the 
effectiveness of psychological therapies increasing, which has in turn lead to government 
policies outlining plans to increase psychological intervention. The increased demand 
for psychological therapies means that therapy will need to be delivered by a wide range 
of professionals, clinical psychologists alone will not be sufficient to meet the demand.
The BPS subgroup is jointly chaired by the National Institute for Mental Health in 
England (NIMHE) and the BPS with representation from service users, carers and other 
professions including nursing, psychiatry and allied health professionals (AHP). In 
reviewing the pre-qualification roles of psychology graduates, the group wanted to make 
recommendations for how roles could be developed to successfully contribute towards 
the delivery of psychological services. In a progress report, the group suggested that to 
be sustainable, the roles need to fit with local service developments and have a clear 
career framework. They stated that “the simple but clear purpose for applied 
psychologists is to improve the psychological wellbeing of the population through 
working with individuals, families, teams, organisations and communities” (BPS, 2007, 
p5). They are currently working on a framework involving the creation of three levels of 
worker.
The clear impact of this for clinical psychologists is that there will be a need for the whole 
workforce to improve their understanding of psychological perspectives which will call for 
the contribution of psychologists in the areas of training, supervision and mentoring.
During my learning disabilities placement, I attended a team meeting which was being 
held due to one of their service user’s behaviour which the team were finding particularly 
challenging to deal with. After a relatively short and seemingly basic overview of 
possible reasons for challenging behaviour along with some suggestions for handling 
difficult situations, the team changed their approach with this particular person. On my 
next visit they reported no further incidents. I reflected on this in supervision 
commenting that I did not quite understand how something so simple could have made 
such an impact. What followed was a discussion around the fact that after doing a 
psychology degree, spending time as an assistant and now being on a clinical training
28
course, it can be easy to take our ‘psychological knowledge’ or our ability to think 
psychologically about a situation for granted. Therefore, NWW with its push for wider 
delivery of psychological interventions presents us as clinical psychologists with a very 
real and exciting opportunity to impact the workforce and consequently the service users 
at the receiving end.
One of the advantages of using psychology graduates and other AHP to deliver therapy 
is that there will be more ‘workers’ to meet the growing demand for delivering 
interventions. However, as the BPS subgroup pointed out, these roles need to be 
sustainable in terms of providing a career for people. The current role of assistant 
psychologist is certainly not viewed as a long term career option with most graduates 
using it as a stepping stone onto clinical training, it is possible that the new roles may 
also be viewed as stepping stones in someone’s overall career aspirations. Another 
consideration here is that NWW pertains to be about service user input and choice into 
the services they receive, however, increasing the workforce alone will not necessarily 
achieve this outcome. The Doncaster site for lAPT found that when people wanted or 
needed to be moved on to more intensive treatments, they could not cope with the 
demand as there was a shortage of therapists able to offer this level of help (Richards & 
Suckling, 2008). This will be addressed further below under the lAPT heading.
Considering the use of peer supporters however, this may well have a positive impact for 
service users. Recovery, as was mentioned before, can be about recovering lost roles in 
life. Fulfilling the role of a peer supporter for someone else who is in mental distress 
may be an integral part of a person’s ongoing journey towards recovery. Service users 
as providers of care can already be seen operating in the non-statutory services through 
the provision of self help groups and support groups. The Hearing Voices Network 
(HVN) utilise many people with prior experience of mental health difficulties to provide a 
service to others. The importance of having a role to play in life can be demonstrated by 
the current chair of the HVN who was told by statutory services that she would never 
recover (Dillon, 2006). NWW with the 10 ESC and focus on recovery should ensure that 
no service user ever hears those words again.
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lAPT
The economist Richard Layard concluded that the billions of pounds paid in benefits to 
people with mental health problems hugely overshadows the money spent on providing 
effective mental health care. This has prompted the piloting of ‘treatment centres’ to 
treat depression in order to restore people to happiness and economic productivity 
(Layard, 2006). A recent review of one of these sites describes how using a stepped 
care model, high numbers of people are ‘case managed’ in a combination of telephone 
calls and face to face contacts providing a low intensity treatment CBT programme for 
anxiety or depression (Richards & Suckling, 2008).
Although CBT is recommended by NICE as being a treatment choice for anxiety and 
depression (NICE, 2004a, 2004b), it has also been documented that one of the 
necessary factors in ensuring a successful, collaborative formulation in CBT is the 
therapeutic relationship (Johnstone & Dalles, 2006). It could be questioned how much of 
a collaborative formulation can be achieved when calling people on the telephone. 
However, with choice as a major consideration in NWW, service users may well choose 
to opt for guided self help and if the outcomes reveal service user satisfaction, then 
perhaps this is sufficient in a primary care setting. In support of this, it has been 
suggested that when dealing with mild to moderate depression or associated anxiety, 
“identifying the presenting difficulty as a treatable pathology may be inappropriate” 
(Middleton et al., 2005, p.267). Clinical psychologists have a role to play in ensuring the 
adequate supervision of staff delivering these interventions along with a responsibility to 
be involved with the setting up of such services. The doctorate course with its emphasis 
on research places psychologists in an ideal position to help services in evaluating 
outcomes, important in future planning.
Although the outcomes are yet to be reported, the government want to roll lAPT out 
across the country, announcing in October 2007 that funding would rise to £7-10 million 
by 2010 to ensure it is available nationwide. The case managers described in the review 
above were not psychologists and most did not have experience of delivering mental 
health services prior to joining the programme. This demonstrates one of the intentions 
of NWW to use less highly trained people to deliver a high volume of services. As 
mentioned previously, although this may work, there could be problems encountered
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when a more intensive treatment is needed. If clinical psychologists and other more 
highly trained therapists are busy supervising, training and managing services, will we be 
left with a shortage of therapists to deliver more intensive treatments? The training 
needs of future clinical psychologists and their NHS colleagues will obviously need to be 
addressed in order to deal with this issue.
Team working
The New Ways of Working for Everyone document (DOH, 2007) stipulates that the 
successful implementation of NWW is about effective teamwork. NWW advocates a 
model of ‘distributed responsibility’ for teams, changing the traditional practice of the 
consultant psychiatrist being ‘in charge’. Prior to the BPS subgroup being formed, the 
initial new ways of working national steering group (NSG) jointly chaired by the Royal 
College of Psychiatrists and National Institute for Mental Health in England (NIMHE) 
published two reports outlining what had been done and what still needed to be done to 
change the traditional working practices of consultant psychiatrists (Department of 
Health, 2004; 2005). Leadership within teams would now be based on competence 
rather than profession with each member being encouraged to develop their own 
competence rather than one or two professions dominating in teams.
The NWW model’s purpose is to free up the most experienced and skilled workers to 
have face to face contact with more complex cases, allowing other staff to undertake 
less complex, more routine work. Psychiatrists will no longer feel they are carrying 
caseloads of 200-300 people but instead will be called upon to collaborate with other 
professionals. These proposed changes to the role of the psychiatrist have implications 
for the ways in which teams operate and there will be adjustments to be made in order 
for teams to work effectively.
The subgroup which addressed team working reviewed the theoretical and research 
literature regarding effective team working and suggested that teams can improve the 
quality of care for service users (BPS, 2007). Mickan and Roger (2005) found that six 
characteristics are likely to identify effective teams, namely, purpose, clear goals, 
leadership, communication, cohesion and mutual respect. If a team is effective, 
collaborative input from different disciplines can provide a more holistic approach to care
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planning can be achieved. Clinical psychologists, their colleagues and service users and 
carers will all need to be part of this process.
NWW has produced an ‘off-the-shelf product as part of the Creating Capable Teams 
Approach which aims to assist teams in reviewing their current practice and looking at 
ways to maximise their performances both as individual members as well as a fully 
functioning team. NWW emphasises that working flexibly as part of a team will be of 
paramount importance. The BPS subgroup found that well defined roles are important in 
effective team working. Previously, there have been defined roles for Occupational 
Therapists, Social Workers and Nurses but with NWW, they may have to adapt to roles 
they would not have had to partake in before. A positive finding however is that 
professional distinctiveness can exist alongside collaboration if a salient goal which is 
meaningful to all exists (Haslam et al, 2003). Perhaps if the team are all working 
towards the implementation of NWW, these role changes will be the cause of excitement 
rather than concern.
The uncertainty which may permeate teams whilst these changes take place will have a 
different impact on each individual. It has been suggested that clinical psychologists are 
particularly adept at tolerating uncertainty (Cheshire & Pilgrim, 2000) but I feel it would 
be simplistic to apply this to all clinical psychologists or to assume that this does not 
apply to other individuals with different training backgrounds. Indeed, working in mental 
health regardless of ‘profession’ warrants a degree of tolerating uncertainty. What is 
important it that staff are supported through these changes and allowed the time to 
assimilate and adjust to NWW. Clinical psychologists may be particularly well placed to 
increase other professionals’ understanding of how change occurs in teams and how 
they can best cope with these changes. Psychology training gives a broad knowledge 
base of psychological functioning on both an individual and a systems level.
From a personal perspective, I do feel that clinical psychology training is equipping me 
with particular skills in being able to work flexibly as part of a team. Moving to different 
placements which are in different types of services and sometimes in different mental 
health trusts requires a flexible approach to ensure that the team quickly know what you 
can offer to them and how you can fulfil the needs of the service and its service users.
32
Coping with a constantly changing team base may be useful in tolerating the inevitable 
changes ahead as part of the implementation of NWW.
Mental health legislation
This is the only subgroup project that has not yet produced a progress report. However, 
their main objective was to look at the competencies required for the roles of approved 
mental health worker (AMHW) and Responsible Clinician (RC).
Whilst psychiatrists have long held the role of being the responsible medical officers 
(RMO) in teams, the Mental Health Act (2007) substitutes the RMO with the role of 
Responsible Clinician (RC). Despite some confusion over the exact meaning of the term 
amongst psychiatrists. Dean (2001) found that many of them felt that it meant they had 
responsibility for virtually all patients referred to secondary care. The new RC role will be 
open to all mental health professionals with appropriate training and competencies, 
including chartered psychologists, nurses, social workers and occupational therapists. 
Similarly, the Approved Social Worker role will be changed to Approved Mental Health 
Worker and will be open to the same people named above. The mental health act along 
with the NWW project will impact upon the way teams operate together in terms of 
leadership. More collaboration will be needed in order for people to take shared 
responsibility rather than relying on the psychiatrist to make all of the decisions.
In reality, this may present challenges as people grapple with their new responsibilities 
and face uncertainty over the decisions they are making which would have previously 
been made by somebody else. An important consideration will be the competencies 
required for the roles of AMHP and RC. Training needs and regulation and registration 
processes will need to be carefully considered and as such, the BPS have forged strong 
links with the RCP in order to ensure implementation is smooth and safe. The topic has 
been debated by psychologists due to the possible impact upon the therapeutic 
relationship if the power of detaining someone under the mental health act is given to the 
therapist. Not only are professionals’ roles expanding in terms of their responsibilities for 
service users as demonstrated above, but NWW also signifies a push for AHP to take on 
roles of organising, leading and managing the services they work in.
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Organising, leading and managing psychological services
It has been claimed that by 2017, mental health service provision will be better “for the 
active role and inspirational leadership provided by the cultural heritage and identity of 
occupational therapy” (The College of Occupational therapists, COT, 2006). Similarly, 
the BPS state that Agenda for Change has given the clear message that psychologists 
are seen in positions of clinical leadership and authority in the NHS and will need to be 
leaders in terms of shaping services, offering consultancy and supervision to other 
professionals and ensuring the successful implementation of NWW (BPS, 2007). The 
training of psychiatrists is also emphasising the important role they will have to play in 
the management, leadership and supervision of their colleagues (Malik, 2008). NWW 
wants to utilise individual competencies, increase knowledge sharing and encourage 
collaborative team working. Therefore, whilst all AHP will have specific roles to play in 
organising, managing and leading services, there will be areas of expertise which will 
complement this practice. For example, the psychologist may work alongside the 
psychiatrist to provide effective treatment options for people with psychosis. The impact 
upon service users should hopefully be that their individual needs are catered for and a 
greater choice of the type of treatment they receive is available.
The final two BPS subgroups were concerned with training models and career pathways. 
Although I have not explicitly addressed what NWW means for these areas, training 
needs have been alluded to throughout and career pathways have been somewhat 
addressed under the ‘new pre-qualification roles’ heading. NWW will have an impact on 
the training of all AHP in the future and therefore will directly impact upon the career 
pathways which will be available for people to follow.
Conclusion
This essay has attempted to outline some of the changes that will be made to services 
as a result of the implementation of NWW. The impact upon clinical psychologists, their 
colleagues in the NHS and service users and carers will be wide ranging. From adapting 
to different roles, to being called upon to lead services, to collaborating together as equal 
partners with different skills and knowledge to bring into the mix, NWW has the potential 
to make a real impact on mental health service provision.
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NWW proposes that for health professionals, changing their working practice will mean 
that they will be employed to do do-able jobs with realistic workloads. Additionally, team 
support will be apparent as all professionals work together sharing their knowledge and 
skills. Another benefit will be that personal development will be based on each 
individuals needs and strengths as well as those of the team and service. NWW also 
has a clear idea that the benefits to service users and carers will be that services will be 
responding to their own individual strengths rather than clinical symptoms.
The question is whether NWW as an agenda can achieve these changes. It admits to 
being ‘uncomplicated’ and ‘common sense’ and suggests that the changes can be easily 
and simply made. So why has there been a need to spell them out? Surely it is not that 
mental health professionals wanted to offer services that did not meet people’s needs or 
purposely entered into their professions intending to hinder people’s recovery.
One of the difficulties I have encountered whilst preparing and writing this essay has 
been the sheer volume of government documents, agendas and guidelines alongside the 
growing number of reports published by the BPS that exist to make sense of NWW. I 
have felt overwhelmed by the many different reports and the seemingly growing list of 
demands upon clinical psychologists’ time and resources. On applying to become a 
clinical psychologist, I very much wanted to be part of a caring profession that enabled 
people to recover and continue with their lives in a meaningful way. After witnessing 
poor service provision for members of my own family with mental health difficulties, I also 
had drive and ambition to make a difference to the way services operate. I hope that as I 
continue through my training experience, I will be able to assimilate the demands of the 
training course, the government, the BPS, the service users that I see and my own 
personal ambitions into a job that is fulfilling and effective whilst not being overwhelming. 
If NWW achieves the outcomes it has set out to, then I am confident that this will be the 
case and I now know that in order for this to happen, I will have my own role to play in 
bringing it about.
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What is a Problem Based Learning (PBL) exercise?
PBL is used to increase knowledge and understanding of a problem and is based on 
principles of adult learning theory including motivating and encouraging students to set 
their own goals (Wood, 2003). Groups are presented with an ‘open’ problem to facilitate 
initial discussions that are not restricted. The PBL approach is more likely to promote 
the ability to solve complex problems than in case study or goal based learning (Lehman,
2002). PBL also seems to demonstrate advantages over more traditional ways of 
teaching in respect to student satisfaction and approaches to study (Farrow & Norman,
2003). The Surrey course handbook states that the PBL exercise is to promote co­
operative working, reflective practice and transferable skills. What follows is a personal 
reflective account of taking part in a PBL exercise with fellow first year Trainee Clinical 
Psychologists.
The PBL exercise and how the group approached It
During the first week of training, we were allocated into Case Discussion Groups (CDG), 
in which ours comprised of 4 females and 2 males. These were facilitated by one of the 
course team members. The Problem Based Learning exercise given to us was entitled 
“The Relationship to Change” and the aim was to do a group presentation on this to the 
rest of the cohort in 6 weeks time.
Early discussions included addressing practicalities such as ground rules and roles. 
During this ‘forming’ stage (Tuckman, 1965), boundaries were established and we 
oriented ourselves to the task. Decisions were made with consideration of input from all 
group members and without conflict. Tuckman’s ‘storming’ stage, which is characterised 
by conflict and emotional responding to the task, seemed to only be partially entered by 
our group. There was emotional responding to the task in that people became anxious 
about which approach to take, but there was no conflict, something which I viewed as a 
strength.
It was remarked upon by another group member that conflict would have been 
interesting to see how we would have dealt with it. My view was that to have had conflict 
in our CDG would have added extra stress to the problem we were already tackling. 
Tuckman’s model does account for this somewhat in that our group would have been
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expected to spend more time in the fourth and final stage of ‘performing’ than any of the 
three preceeding stages, due to the task oriented nature of the group. On reflection I 
would like to address my reluctance to face conflict, since managing conflict within teams 
will be important when working clinically.
Following our ‘forming’ and ‘storming’, we entered the third stage of ‘norming’. This 
stage is characterised by cohesiveness developing and personal opinions being 
expressed. Our open discussions on our personal thoughts and feelings regarding 
change facilitated this. As new trainees our discussions seemed very pertinent as we all 
recognised that we had experienced recent change in our lives by starting the course. 
These discussions allowed us to enter the fourth stage of ‘performing’ in which the group 
focused their energy on solving our problem.
Deciding to use psychological theory to inform our presentation was something which 
was decided upon early in the process and allowed us to split the workload between 
group members. Different theories were researched by different members who then 
gave feed back to the group and suggested how they thought it might be relevant. Once 
the style of our presentation was decided upon, which was to use a chat show format, 
the remaining sessions were spent focusing our efforts on reviewing relevant research 
and developing the script for the presentation.
Reflections
Coping with uncertainty
The initial problem felt vague and undefined. With no prior experience of being involved 
in anything like a PBL exercise, the group felt uncertain about whether the ‘right’ 
approach was being taken to solve it. Through the process of producing our own 
interpretation of ‘The relationship to change’, I learned to appreciate that there can be 
more than one way to solve a problem. The presentations by the different groups 
highlighted this in their diversity.
As clinical psychologists, working with clients can elicit feelings of uncertainty, for us and 
also for them. Since being on placement, I have started working with clients who are 
struggling with difficulties that I have no prior knowledge or personal experience of. This 
has, at times, resulted in feelings of uncertainty about whether I am asking the ‘right’
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questions, producing the ‘right’ formulation and choosing the ‘right’ intervention. 
However, I feel that the PBL exercise gave me the opportunity to face uncertainty and 
overcome it. This has encouraged me to feel more confident in my ability to cope with 
uncertainty in my role as a clinical psychologist as well as in my personal life. I now feel 
that being uncertain does not have to be a negative experience and that being open 
minded when looking for solutions can be challenging but ultimately rewarding.
Relevance to clinical practice
One of the theories I looked at whilst working on the PBL was Bandura’s (1977) theory of 
behavioural change. Bandura suggests that situations can become threatening when 
people judge themselves to be ineffective in coping with them. For me, this resonated as 
being central in the relationship to change. Clinically, a question that will often be asked 
during an assessment is “did anything change at the point in time when things became 
difficult for you?”. This seems to be an acknowledgement that a precipitating factor for 
distress, if working from a cognitive behavioural framework, could be related to change. 
According to Bandura’s theory, if a person judges that they will be unable to cope with a 
change in their life, and what that may represent, then that change may become a threat. 
The lived experience and consequences of change will therefore be different depending 
on how the person views the change.
I believe that these are important concepts to think about when working with clients. As 
mental health workers, it can be difficult to understand why some clients achieve change 
and others do not. Teams can talk about people being ‘stuck’ and therefore feel unsure 
about the best ways to support those people. If we consider that making a change might 
be threatening for the client, it could help to facilitate thinking about different approaches 
to take.
In my clinical work so far, I have experienced two very different clients with regards to 
making changes. One client felt motivated to change and positive about embracing the 
changes that coming to therapy might result in. The other client wanted to change, yet 
found it extremely difficult. The PBL exercise helped me to think about why that might 
be. Does the client feel able to cope with the changes that coming to therapy might 
result in? Is the thought of making a change too threatening? How would any change
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impact upon the client and their family? I have found that considering these issues in 
supervision has been valuable in planning how to work with this client. Talking with the 
client openly about this is something that I will be doing.
Group dynamics
By ‘group dynamics', I am referring to the way the group interacted with and related to 
each other. Our group interacted well from the first session, creating an environment 
where opinions could be given with no worry of judgement. We also related to each 
other in a way that both respected and learned from differences in opinions, experiences 
and learning styles. For example, group members presented their weekly feedback in 
different formats. Some had a more formal style than others yet this did not become a 
point of contention as we appreciated that we have different ways of working.
This reflects working in clinical teams. Each member will bring different types and levels 
of experiences. They will have different knowledge bases and they will vary in the way 
they approach their clinical work. Equally important will be to learn from service users 
and carers since they will both bring their own unique perspectives. Having different 
perspectives was invaluable during the PBL exercise as they allowed us to experiment 
with various ideas before reaching a conclusion. Appreciating and learning from different 
team members, service users and carers will ensure that we remain open to different 
possibilities in the ways that we work.
Throughout the group process, I acknowledged that my own input was important in order 
for the group to achieve the shared goal. This has been something which I have 
reflected upon since being on placement. As part of a clinical team, I have felt that 
making contributions, even if I feel uncertain or de-skilled is important as we can all learn 
from each other.
Since training began, I have entered various different groups. I am a member of the 
trainee group as a whole and I am also part of the smaller CDG group. On placement I 
am a member of a group of psychologists in the department I work in and I have also 
been co-facilitating an GOD group for clients. The acknowledgement that each of these 
groups has had a different effect on me has caused me to consider how group work may
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impact upon clients. Being in a group where I feel like the ‘least-qualified’ can result in 
me feeling less able to speak up. During my time co-facilitating an OCD group on 
placement, this has been something which I have been aware of and attempted to 
address when appropriate. This has been through ensuring clients feel comfortable with 
the amount of input they are giving whilst not feeling pressurised to speak out if they do 
not wish to.
Weaknesses
In light of my positive experience, I have struggled to identify many weaknesses. 
However, something that I have reflected on is the remark made by one group member 
that it could have been valuable to have had some conflict in the group. This has made 
me question whether that person had at times, wanted to voice concerns or issues and 
felt unable to. As a group, perhaps a weakness in our approach was not to have any 
explicit conversations about the extent to which people felt able to be honest. Whilst 
working with clients, I ask for feedback on how comfortable they are and how able they 
feel to be open. However, with fellow trainees, perhaps I assumed that everyone felt as 
comfortable as I did. As we will be together as a CDG for the duration of training, this is 
something which we can explore over time.
Conclusions
My experience as part of the group PBL exercise was overall a positive one. Despite 
some initial anxieties around the task and the presentation, the group worked in a 
supportive, cohesive way. We contributed equally, respected and learned from our 
different experiences and gave a presentation that seemed to be well received. Thinking 
about the ways that change can be experienced has given me more of an understanding 
about why clients may find it difficult to achieve change despite wanting to.
Finally, I have realised that different groups can impact upon me in different ways 
depending on the dynamics. This is important when considering that during training and 
beyond I will be adapting to many different clinical teams. I have always considered my 
ability to adapt to different teams as one of my strengths. This exercise has highlighted 
that although that may be true, my performance could still be affected depending on the 
team I am working in. I can hopefully use that knowledge to identify and openly address 
issues that I may face when working in teams in the future.
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The task
Reconvening in the second year, our case discussion groups (CDG) were presented with 
our second Problem Based Learning (PBL) exercise. The task revolved around a family 
who were currently in the middle of a system of services all attempting to ‘help’ them. 
The Stride family consisted of Mr and Mrs Stride and their three year old twins who were 
currently on the ‘at-risk’ register, living in short term foster care. Domestic violence, a 
learning disability, and parenting and child protection issues were all vying for the various 
professionals’ attention and focus. The services and people involved so far included the 
child and adolescent mental health service (CAMHS), the family centre, a solicitor, foster 
parents and a community psychiatric nurse (CPN) amongst others.
The psychologist had been called in to conduct a risk assessment around the family’s 
issues and if appropriate, develop a rehabilitation plan for the two children to be 
returned. The long list of people involved was fairly alarming, raising the ethical issue of 
who becomes involved with a case, when and why. This alerted me to consider these 
questions in my clinical practice. For a family already living their lives under the scrutiny 
of many others, the question of whether it is appropriate to become directly involved 
should be considered.
Reflections on reflecting
After a year of training, I better understand the truth behind the claim that reflection is 
essential for effective practice (Bolton, 2003). At the beginning of the first year, we were 
placed in a new group and given an unfamiliar task. My first reflective account 
subsequently talked about what a PBL was, how the group struggled with uncertainty 
and how we worked together, as well as addressing implications for clinical practice and 
highlighting my personal reflections.
In writing this account, I wanted to try to capture how different it ‘felt’ to be part of the 
PBL exercise this time around. I wanted to try to take more risks (feedback from my 
previous reflective account encouraged me to do this) by being more open. This account 
will address the ‘problem’, the group process and the presentation whilst paying attention 
to my personal and professional learning. I will also consider how, with hindsight from 
being on placement, my reflections on the PBL have changed and I have come to look
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upon the exercise as a very useful experience in exploring how I am developing as a 
practitioner. I also intend to illustrate how the reading of a novel impacted on my 
reflections of this PBL and my learning disability placement. This will bring into the 
account issues of difference and diversity as well as questioning how we can truly be 
working holistically if we only attend to people’s ‘problems’ whilst ignoring their hopes, 
dreams, ambitions, personal strengths and personal beliefs.
Group member changes
Although the future CDG process account will be the most appropriate place to talk 
about the changes in our CDG, it is important to note that we were approaching this PBL 
task with different members. A male member had left the course and a female had 
joined us, making us less diverse in terms of gender. Our facilitator had also changed, 
meaning we were in essence a completely different group. We therefore had to 
renegotiate the process of bonding as a group. Interestingly, this seemed to happen 
very easily and we quickly became established as a cohesive new group. Paxton and 
Moody (2003) suggest that emotional attachments to groups requires that people want to 
be members of the group and are happy to be members of the group. Perhaps our 
group, having overcome losses and changes, viewed ourselves as strong and were
therefore happy to be a part of it. Although this is speculative on behalf of other
members, this is how I personally feel about the CDG.
It is suggested that there are two dimensions underlying the concept of emotional 
attachment to groups. Firstly, the individual assesses his or her own ‘sense of
belonging’ which would be members questioning whether they feel like a member of the
CDG. Secondly, it is suggested that a feeling of morale reflects the emotional bonding 
component of group identity (Lawler, 1992). This feeling of morale may incorporate 
being enthusiastic about the group, feeling happy to be part of the group and believing it 
to be one of the best groups (Paxton & Moody, 2003). In order to foster the emotional 
bonds in a group and therefore facilitate these feelings of being enthusiastic and happy 
about being part of the group, it has been suggested that a greater frequency and 
intensity of relations between members of the group can form stronger positive bonds to 
the group (Markovsky & Lawler, 1994). Perhaps our regular meetings, over and above 
what had been ‘timetabled’ for us, helped our new group form these bonds.
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Group process in approaching the task
Following an initial discussion around what we wanted to gain from our CDG this year, 
we tackled the ‘problem’ of the Strides quite vigorously and in a way that at times, felt 
almost competitive. There was a large volume of emails from all members sending 
papers, links and summaries of what they had researched. We had all expressed a 
desire to ‘challenge ourselves more’ in our CDG this year and I feel that our approach to 
the task set the precedent for us all working hard to get the most out of the experience, 
something which I feel has been valuable both in terms of the PBL exercise and also our 
subsequent use of the CDG timeslots.
Our roles were to take a part of the story, e.g. the role of an advocate, research it and 
feed it back, relating the findings to the Strides. We chose parts of the story that 
resonated with us and met more than once to ‘conduct’ a risk assessment. This included 
consideration of risks to members of the immediate family, the extended family and the 
services. These discussions progressed onto how we would approach the Stride family 
and how we would intervene. The group had discussed early on that we all wanted to 
use a different style of presentation. In the first year, we had chosen to present our 
findings in a ‘chat-show’ format, but we agreed we wanted to take a straighter, more 
factual approach this time round.
The presentation
We started with what we had termed our ‘decision tree’ which outlined the questions we 
had asked of ourselves such as ‘is it safe for the children to return home in the current 
situation’ and ‘can the services work together to make it safe’. We then presented the 
risks we had identified for each person involved in the case before moving on to present 
the areas we had individually researched. We finished by giving our personal reflections 
on working on the PBL to the audience, which was well received. The feedback from the 
presentation, for me, reflected how it had felt to be part of the process in terms of the 
comments on how each member clearly had a defined role and that the case had been 
carefully and thoroughly thought through.
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Reflecting on our areas of interest in the case
We had decided to spend some time reflecting with each other in our CDG about why we 
had felt drawn to our chosen parts of the story, something which was enlightening and 
challenging at times. For example, whilst my initial reaction was that children should not 
be in a home where domestic violence was taking place, another group member 
commented on how hard it must be for a mother to be doing her best and still risk losing 
her children. This was a useful way for our perceptions and judgements to be 
challenged and through this process, my own opinions became more balanced.
I have since reflected further on this after reading a recent article in Clinical Psychology 
Forum on the ‘socialisation process’ of becoming a clinical psychologist (Tan & Campion, 
2007). The authors note that the training process shapes the way we understand our 
lives, others and the world. Whilst this is invaluable in aiding us in our interactions with 
clients, it can also be restrictive. They give the example of hearing about a friends’ 
experience of being abused by a partner and ponder whether they would take a biased 
stance as many friends would naturally do and advise them to leave, or take a neutral 
stance as often assumed by therapists, listening and being with someone as they 
experience difficulties.
This left me with a sense of ‘what do I really think?’ a question to which I do not have a 
definitive answer. In interactions with clients, I will have feelings that will arise from my 
personal beliefs, experiences and values. These will mix with my training and my 
‘knowledge’ of the psychological theory behind that particular experience or area of 
distress. I suspect that living with this sense of uncertainty will be a part of my job and 
indeed my life and that supervision will continue to be an appropriate place to reflect on 
and discuss these issues as they arise.
Personal and professional growth
Prior to the PBL task and my placement experience, I was concerned that relating to a 
person with learning disabilities might be challenging. My perspective, thankfully, has 
been challenged and changed. Instead of seeing the ways in which I am different to 
people, I am becoming more in tune with the ways in which I am the same. Important in 
these reflections was the novel ‘A Thousand Splendid Suns’ (Hosseini, 2007) which tells
50
the story of two Muslim women living in war torn Afghanistan. I had wondered how I 
would relate to the characters whose experiences seemed so far removed from mine. 
However, I realised that as women with hopes, dreams, loves and losses, we had more 
in common than was first apparent. Whilst my experiences in life may not be played out 
in the context of being diagnosed with a learning disability, I can still identify with clients 
who on the surface may seem quite different from me.
During my learning disability placement, I have encountered many of the issues which 
were highlighted in the PBL exercise. Having the opportunity to approach and reflect 
upon these issues in the context of the PBL has been invaluable in considering the 
issues in real cases. Mrs Stride may have grown up in the care system with dreams of 
becoming a mother, having her own home and a loving partner, which were torn away 
from her when her first relationship became abusive and she lost her children to the care 
system which she herself had been brought up in. However, as the character of Miriam 
in A Thousand Splendid Suns also demonstrated, the human spirit can keep fighting 
even in what appear to be the worst circumstances and Mrs Stride tried again to realise 
her dreams of motherhood.
My placement has provided opportunities in supervision for discussions which have 
challenged the notion of ‘learning disabilities’ and which have been pivotal in my own 
reflections about what sustains us through difficult times. What had kept Mrs Stride 
going and had anyone in the huge system around her bothered to ask? In one piece of 
life story work on placement, these are the sorts of questions I have been asking a client 
who was referred for ‘challenging behaviour’. His answers have informed me about his 
strengths and resilience, which has helped me relate to him in a way I may not have 
thought possible if I had solely focused on his behaviour. To be person centred and 
provide hopeful, holistic care, we need to consider the strengths of individuals and look 
upon their situations with optimism for a fulfilling future. Whilst this may be challenging 
at times working in the context of a resource-limited NHS, I would like to think I will keep 
these ideas at the forefront of my mind rather than at the back of it.
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The Problem
Returning to the third year of training, we were presented with our final problem based 
learning (PBL) exercise. It was to be a joint task undertaken in small groups made up of 
four second-year and four third-year trainees, in which our group were entirely female. 
The title of the PBL was ‘How do we know if lAPT is working?’ with the objective being 
outlined as ‘you have been asked to prepare a consultancy report on how the 
effectiveness of lAPT can be assessed’. In writing this reflective account, my final one, I 
wanted to give the reader an essence of how my ability to reflect has progressed over 
the past three years as well as reflecting on this PBL task specifically. The context of my 
reflections is that I had returned to training after a period of leave and was participating in 
the teaching and research elements of the course, with no current clinical placement. 
Pertinent to my reflections, therefore, are personal circumstances, retrospective clinical 
reflections and reflections influenced by recent reading and teaching. I hope that the 
account will allow the reader to glean an insight not only into the task, the group process 
and the presentation but also into how, during the course of training, I have gone from 
exploring what it means to be ‘reflective’, to operating as a reflective scientist 
practitioner.
My initial reaction to the task
In previous PBL reflective accounts, I have not found it necessary to reflect on my 
reactions to the content of the task. However, the fact that the focus was to be on 
Increasing Access to Psychological Therapies, or lAPT, provoked such an initially 
negative response for me personally, that I felt it appropriate to reflect on why that might 
have been. lAPT is a governmentally funded programme to deliver evidence based 
talking therapies, mainly cognitive behavioural therapy, or CBT, to people suffering with 
anxiety and depression. It was interesting that as a group, we responded negatively in 
the first instance with perhaps one person initially taking a more positive viewpoint. The 
negativity seemed to stem from some shared perceptions of lAPT as being an unrealistic 
‘machine’ to ‘fix’ people. Indeed, some of Lord Layard’s language certainly fuels this 
image for me such as the proposition in his original 2006 report that lAPT would ‘lift at 
least half of those affected out of their depression or their chronic fear’. To me, this did 
not sound like a collaborative approach to working with people through their difficulties, 
more like an approach that would magically solve those difficulties for them. However,
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this level of reflection did not answer for me why my reaction was so negative. After all, 
the basic premise behind lAPT is surely a good one -  helping people back to work and 
helping them to regain some control over their lives.
Perhaps it was as I thought back on clinical work I had undertaken in my previous 
placements and being struck by the idea that for the majority of the people I worked with, 
the type of intervention that lAPT seemed to offer would not have been sufficient. 
Something I had read around the time of the PBL which also had an impact on me was 
that ‘an abnormal reaction to an abnormal situation is normal behaviour’ (p.32, FrankI,
2004). Whilst the language here could be deconstructed in terms of what is meant by 
normal and abnormal, for me it is the idea that sometimes, people can behave in ways 
that might not make sense to others and indeed, in our society, may then be constructed 
as ‘being depressed’ but when wider issues are considered, it may be that the way they 
are responding is the only way that makes sense.
My own life change meant that this resonated with me even more strongly. Becoming a 
mother had changed my world beyond all recognition and things I had previously been 
sure about I was unsure about and vice versa. It was partly these ideas that ‘life’ 
happens to people and lAPT can not necessarily change that for people that was 
causing some of my negativity towards it. The lAPT success stories would challenge my 
ideas and their website has quotes from people who have used the service and found it 
useful as well as one lAPT worker who is quoted as saying ‘she has gone from strength 
to strength with just a five minute phone call a day’. My skepticism remained a challenge 
to me, however, and I felt I needed to fully understand why.
On deeper exploration of my response, I came to understand that for me, it is 
‘depression’ that has a particular resonance. I have made sense out of what depression 
is and what it means since witnessing it within my family. My own beliefs are that lAPT 
would have been an insufficient and inappropriate intervention and would certainly not 
have been able to ‘lift’ my family member out of that depression. The revelation that my 
outlook on lAPT was so heavily influenced by personal experience was an important 
lesson to learn. For me, this exploration into the potential reasons why I had responded 
in the way that I did to lAPT, was a process of reflexivity as described by Bolton where
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she talks about finding strategies for looking at our own thoughts, processes, values, 
prejudices and habitual actions as if we were onlookers (P.7, Bolton, 2005). Although 
hard work at times, it is a process which has become easier for me since I began training 
and a skill which I hope to continue to hone.
The group and our approach to the task
Being a new member not only to the small group but also the larger cohort, I was already 
feeling somewhat like an ‘outsider’, and looked upon the PBL task with a certain amount 
of trepidation as I was unfamiliar with others in the group and their ways of working. 
Having come from a case discussion group (CDG) which had previously experienced 
lots of changes and having had a major life change myself in the period of leave, the 
trepidation was experienced alongside a confidence that I had the flexibility to quickly get 
on with and in the group. As it transpired, the ease and efficiency with which we 
approached and completed the task both pleased and surprised me. Furthermore, this 
efficient working was not only something which I subjectively experienced, but something 
that was clear from an outsider’s perspective too. This was reflected in the feedback 
from the presentation which noted that ‘you worked well together -  a very cohesive 
presentation’.
So, what it was about the particular structure of our group that allowed us to work in the 
way that we did? During our first meeting, we shared our own thoughts and knowledge 
about lAPT so that we could identify any gaps and decide what needed to be done. 
Cooke et al. (2000) identified that sharing knowledge among team members promotes 
enhanced turn-taking, interpretation of cues and decision-making all of which lead to 
more effective team work. I believe this was one strength in our approach, meaning that 
we worked collaboratively rather than competitively and quickly grasped an 
understanding of each others’ expertise. This understanding of what others in a group 
can bring to it, has been described in the literature as a group utilizing their transactive 
memory systems (TMS) to enhance team performance (Prichard & Ashleigh, 2007), and 
is something that I felt as a group we definitely made use of.
In terms of clinical work, this was something which has been a useful way for me to 
make sense out of teams which I have been a part of in the past which have struggled to
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work together cohesively. Perhaps team members felt unsure of what others could bring 
in order to work efficiently together? In the future, I will make it a priority when starting 
with a new team to meet with other professionals to gain an understanding of their 
particular expertise so that I can utilise their knowledge and skills where I may have 
gaps.
Perhaps another factor that had an impact upon our working was the stage of training 
that we were at. For me, this being the third PBL task and having already experienced 
successes in other similar tasks meant that there was less fear about whether we would 
‘get it right’ and a confidence that our approach to the task would be as valid and 
important as another group, even if they were hugely different. The format we chose to 
present our work was that of a radio show which gave voice to different stakeholders’ 
views on lAPT. My chosen role was to represent a service user who had had a positive 
experience with lAPT. I wanted to challenge my own assumptions and not take the, 
arguably for me, easier position of criticising the programme. I feel that this also helped 
to facilitate, for me, a more balanced view about lAPT.
Priorities and tensions
Whilst it is true that our group managed to quickly bond and work well together, there 
were also some tensions which I personally felt. With eight trainees all with different 
demands on their time, meeting up was at times, difficult. Whilst this did not impact on 
the overall completion of the task, I did find myself wondering how people were viewing 
each other when other meetings or deadlines clashed with PBL time or took priority over 
PBL work. For me, being part of a new group and still feeling unsure of my role or 
position in the group, this was not something which I felt able to raise. However, I have 
since reflected on whether this was a missed opportunity to talk openly with each other 
about the group process. Could it have been that our behaviour at times was mirroring 
some of the teams which had come up in our initial discussions? Those teams who felt 
like they had had lAPT thrust upon them were feeling negative about embracing the 
challenges set before them and I wondered whether as a group we were, at times, 
responding in a similar way?
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Finally - reflecting on my reflections
The challenge with the PBL reflective account, for me, has always been deciding what to 
include and what to leave out. Which reflections are more valid or present the fullest 
account of what happened? Can I manage to get across what I learned, what impacted 
on me at the time and what I will take into the future as a result of the exercise? Two 
thousand words is quickly eaten up! I have once again found myself in a dilemma about 
whether I have written the ‘right’ account. It seems to me that this account includes far 
more about the content of the PBL and my reactions to it than any of my previous 
accounts and for this reason, I find myself worrying about that! However, I truly feel that 
my recognition and exploration of my negative reaction towards lAPT is a demonstration 
of my progress in my ability to be truly reflexive.
Being an ‘onlooker’ to examine where my prejudices towards lAPT had come from 
allowed me to gain insight into a personal response which was initially puzzling to me. 
Furthermore, this has taught me that although neutrality in the work I do may be 
impossible due to my experiences and values, with a curiosity about why I respond in 
certain ways, I can hopefully remain open to seeing possible strengths and solutions 
when initially they may seem to be absent. And perhaps, if this is the case, I can be part 
of facilitating a society where we have the space and support to be happy’ (Layard, 
2010), whatever that may mean to each individual I work with.
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Personal and Professional Learning Discussion Group 
Process Account I
Summary
Year 1
September 2007
60
This reflective account gave an outline of how we as a group decided to use the space 
given the fairly ‘free’ nature of it. It included attending to how we set boundaries, 
developed cohesiveness and assigned roles. I reflect on the challenge of ‘reflecting in 
practice’ with the idea that ‘the more you look, the less you know’ resonating with me.
I offer personal reflections on how my feelings of frustration with some of the processes 
in the group highlighted my need to develop assertiveness skills and to reframe conflict 
as something which, when resolved, can lead to increased understanding.
Particular discussions are reflected on as being important in enhancing my 
understanding of issues important in clinical practice including those of power, difference 
and being aware of the assumptions we make.
The way I perceive my role in the group is followed throughout the year as moving 
through three positions from equal, to outsider, to valuing the ways in which I am 
different from others rather than comparing myself in a critical way. The role of the 
facilitator is also considered and the impact of changes to group membership is 
discussed.
Group process is attended to throughout as well as making theory and practice links.
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Personal and Professional Learning Discussion Group 
Process Account II
Summary
Year 2
July 2008
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This account details how different the task of reflecting felt at the end of the second year 
and how I had found it useful to apply techniques used as part of a family therapy team 
to aid my writing about elements of the group which had particularly resonated with me.
I reflect on the further changes to group membership, and the impact of a new facilitator, 
with links being made to changes in clinical teams being a reality of working and 
therefore a valuable part of the experience of the group.
I reflect on how decisions made by the group to become more task focused led to my 
own personal reflections on how we, as ‘professionals’ attend to our own mental health. 
This culminated in my running of a session attending to this issue. Other group members 
sessions on different topics provided the space for extremely interesting and useful 
discussions to take place and I reflect on the implications of these discussions for clinical 
practice.
A particular conflict between group members provided me with opportunity to further 
reflect on issues of resolution and the challenges inherent when a final conclusion 
cannot be reached and a ‘good enough’ one has to be accepted.
At the end of the year, we offered feedback on what we viewed each others roles in the 
group to be. I reflect on what an illuminating experience this was for me as I came to 
realise that I cannot truly separate my personal and professional self. I had come to 
realise that my beliefs that I adopted a different role at work do not always hold true.
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CLINICAL DOSSIER
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Overview of clinical placements
Adult Mental Health Placement: This placement was in the Specialist
Psychological Therapies (SPT) Department where referrals came from the local 
Community Mental Health Teams.
Clinical work with individuals
I undertook cognitive assessments which I carried out independently and jointly. I 
used standardised assessment measures throughout the placement and risk 
assessments formed part of the ongoing work. I worked with males and females 
aged from 21 to 58 years of age who were experiencing anxiety, depression, specific 
phobias, obsessive compulsive disorder (OGD) and psychosis. I predominantly used 
cognitive behavioural therapy (CBT), at times utilising graded exposure and 
exposure response prevention. Sessions mainly took place in the SPT department, 
with other work being carried out in the community. I also carried out an assessment 
with a view to working psychodynamically with one client and received 
supervision/teaching sessions with a narrative supervisor to provide space for 
thinking about client work from a narrative perspective.
Group work
I co-facilitated a 10 session CBT for OCD group. I also co-facilitated a ‘coping with 
depression’ group on the Acute Inpatient Unit. Finally, I co-facilitated some reflective 
practice sessions for staff working on the Acute Inpatient Unit.
Service development work
I carried out an evaluation of the carers group which was provided by the assertive 
outreach team and the rehabilitation and recovery service.
Teaching and presentations
I co-facilitated a two-day CBT for OCD course for multi-disciplinary staff members; I 
also presented the results of the evaluation of the carers group to the rehabilitation 
and recovery team.
65
Learning Disabilities Placement: This placement was in a Community Team
for People with Learning Disabilities.
Clinical work with individuals
I worked with individuals aged between 19 and 53 years in a variety of settings. 
Assessments carried out included dementia assessment, extended 
neuropsychological assessment, an Autistic Spectrum Disorder (ASD) assessment 
and risk assessments. Individual intervention work included life story work, work 
around relationship issues, coping with emotions work and transitional work.
Indirect work included providing a formulation for and working with a staff team in a 
residential care home around managing challenging behaviours with a particular 
individual.
Teaching and presentation
I conducted a teaching session on challenging behaviours for another staff team; I 
presented to the Psychology CPD group on transitional issues.
Child and Adolescent Mental Health fCAMHS) Placement: This placement was
split between the Community CAMHS team and the adolescent inpatient unit.
Clinical work with individuals
I worked with young people aged between 5 and 16 years in a variety of settings 
presenting with a range of difficulties including anxiety and panic, encopresis, eating 
disorders, behavioural difficulties and depression. Assessments included multi­
disciplinary team assessments of autistic spectrum disorders, risk assessments and 
neuro-psychological assessments. Intervention work included direct CBT work, 
behavioural work and indirect work with parents. I was also a member of the family 
therapy team working as part of a reflective team both behind the screen and in the 
room.
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I also conducted a detailed assessment for the Child Development Centre of a child 
referred to their Autistic Spectrum Disorders Clinic to make recommendations on 
whether I thought such a diagnosis was appropriate.
Teaching and presentation
I presented a case in a multi-disciplinary meeting in order to facilitate formulation to 
inform intervention.
Advanced Competencies Placement: This took place in a specialist team
working with young people who are displaying problematic or harmful sexual 
behaviours.
Clinical work with individuals
I worked with young people between the ages of 12 and 18 who were referred to the 
service to assess potential risk. I utilised a specific tool (Assessment Intervention 
Moving on: AIM 2) in order to carry out these assessments. They were conducted 
alone and jointly and the results were disseminated in reports making 
recommendations for future interventions. Work included direct work with individuals, 
joint work with family members and indirect work with referrers. Work involved 
liaising with social services, schools, police departments and the looked after 
children’s service
Service Development
I was actively involved in a review to improve the team processes so as to provide a 
more efficient service. As part of this, I researched other similar services, collated 
information from team members and used this information to plan an away day 
agenda to address the issues. I visited non-statutory organisations and took part in 
team supervision to reflect on impact issues.
Older People’s Mental Health: Split between a functional mental health ward for
people over the age of 65 and an inpatient dementia unit.
At the time of writing, this placement was ongoing.
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CLINICAL CASE REPORT SUMMARIES
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Summary of Adult Mental Health Case Report
Graded exposure with a male in his late thirties presenting with claustrophobia
Year 1 
April 2007
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Graded exposure with a man in his late thirties presenting with claustrophobia
Referral: Mr Jones was referred to a Specialist Psychological Therapies service via 
the Community Mental Health Team (CMHT) after initially seeking help from his GP.
Presenting Problem: Mr Jones reported being ‘horrendously claustrophobic’. He 
described feeling like he was ‘walking into his own coffin’ when entering windowless 
rooms or lifts.
Assessment: Assessment included clinical interview, utilising the subjective units of 
distress scale. The Clinical Outcome in Routine Evaluation (CORE) and the 
claustrophobia questionnaire (CLQ) were also used.
Formulation: A formulation was developed collaboratively taking into consideration 
the predisposing, precipitating, maintaining and protective factors relevant to Mr 
Jones’ current difficulties.
Action Plan: A thorough review of the evidence base plus discussions in supervision 
resulted in a plan to provide sessions based around exposure treatment combined 
with reducing safety behaviours.
Intervention: A total of eight, fifty minute sessions were conducted weekly to begin 
with, and fortnightly after the first five. Reformulation was part of the process as new 
information emerged.
Outcome: Mr Jones reported improvements in relation to all therapy goals. He no 
longer employed safety behaviours when using lifts or windowless rooms. The CLQ 
revealed a subjective reduction in his difficulties.
Critical Evaluation: A critical evaluation of the work is also presented.
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Summary of Adult Mental Health Case Report II
‘Cognitive Behavioural Therapy (CBT), utilising Exposure Response Prevention (ERP) 
with a lady in her mid-twenties presenting with severe Obsessive Compulsive Disorder
(OCD)’
Year 1
September 2007
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CBT utilising ERP with a lady in her mid twenties presenting with severe OCD.
Referral: Miss Green was referred to a Specialist Psychological Therapies service 
for individual work following her participation in a CBT for OCD group.
Presenting Problem: Miss Green reported struggling with thoughts that ‘something 
bad’ would happen to her family which made whatever she was doing at the time 
‘unlucky’. She reported feeling responsible for preventing the ‘bad thing’ from 
happening which stopped her carrying out many tasks of daily living.
Assessment: Assessment included clinical interview, utilising solution focused 
questions and scaling questions. The Clinical Outcome in Routine Evaluation 
(CORE) and the Yale Brown Obsessive Compulsive Scale (Y-BOCS) were also 
used.
Formulation: A formulation was developed collaboratively taking into consideration 
the predisposing, precipitating, maintaining and protective factors relevant to Miss 
Greens current difficulties.
Action Plan: A Recent review had concluded that ERP was more effective than 
cognitive therapy and NICE guidelines recommend it in their stepped care approach 
to treatment. Combining this evidence with discussions in supervision resulted in 18 
sessions of ERP being offered.
Intervention: A total of five 1 hour sessions and twelve 1 % hour sessions were 
conducted. Reformulation following new information emerging in session 5 informed 
the remaining sessions.
Outcome: Miss Green’s scores on all subjective measures improved.
Critical Evaluation: A critical evaluation of the work is also presented.
72
Summary of Learning Disabilities Case Report
An extended assessment with a young lady in her late teens referred to psychology 
within a Community Team for People with Learning Disabilities
Year 2
April 2008
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An extended assessment with a young lady in her late teens referred to 
psychology within a Community Team for People with Learning Disabilities 
(CTPLD)
Referral: Miss Butler was referred to psychology by a nurse in the CTPLD for 
concerns around various behaviours which were causing her and her family 
considerable distress.
Presenting Problem: Her problems were listed as her ‘obsessions’, her pica (the 
compulsion to put foreign articles in the mouth) and her self-injurious behaviour. 
Additionally, her mother reported that Miss Butler had difficulties controlling her 
‘extreme’ emotions.
Assessment: Miss Butler’s strengths and difficulties were assessed to inform her 
future care and career options. The core assessment consisted of various subtests of 
the WAIS-III, ABAS-II, BPVS-II, AMIPB and a clinical interview. Following 
discussions in supervision, three hypotheses were then tested by selecting various 
subtests from the BADS, SNST, VOSP and the Rivermead as well as various Theory 
of Mind tests.
Formulation: The formulation was devised in discussions in supervision and was 
shared with Miss Butler and her mother in a joint session with my supervisor present.
Outcome: The report that was produced was shared with the multi-disciplinary team 
and a vocational college to assist them in supporting Miss Butler. I received feedback 
that the assessment had been a positive experience for Miss Butler. She had gained 
her place at college who were able to use the report in their planning.
Critical Evaluation: A critical evaluation of the work is presented which considers 
the challenges of using psychological tests which are have not been standardised for 
use with people with learning disabilities.
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Summary of Child and Adolescent Mental Health Case Report -  Oral
Presentation
‘Cognitive Behavioural Therapy (CBT), with a teenage male referred for help with his 
‘rigid thinking’ and difficulties with feelings of anger. This young man had recently been 
given a diagnosis of Asperger’s Syndrome
Year 2
September 2008
75
CBT for ‘rigid thinking’ and anger with a young man who had recently been 
given a diagnosis of asperger syndrome.
Remit of presentation:
The oral case report presentation had two different areas of focus. The first was to 
demonstrate my development as a clinical psychologist to date and the second was 
to present a piece of clinical work in a way that demonstrated this development.
My presentation:
I present a case which reflected the multiplicity of clinical considerations I had to hold 
in mind whilst carrying out the work. In terms of clinical skills I focus on my ability to 
draw on literature of CBT for adolescents, for aggressive children and for people with 
a diagnosis of asperger syndrome. My ability to use the evidence and provide an 
adapted form of CBT demonstrates the skills which had developed beyond ‘following 
the textbook’.
I draw on systemic theory and social constructionist ideas to reflect on my 
development and also on my client’s diagnosis and presenting difficulties. I use the 
concept of the ‘looking glass self as informing my thinking about my development so 
far. This posits that the images I see reflected back to me from clients, supervisors, 
tutors and colleagues as well as family and friends all impact upon how I view myself 
as a clinical psychologist. I also make use of social constructionist thinking to 
highlight the importance of contexts on how I view my development. In addition, I 
reflect on my experience of becoming a mother and also of personal therapy as 
having both influenced my development in terms of becoming aware of my 
vulnerabilities as well as my strengths. These ideas all combine to make me aware of 
my ‘multiple identities’, meaning that I no longer see myself as ‘competent’ or ‘not- 
competenf but rather as having strengths and weaknesses and being aware of them 
in a way I was not before.
For my client, I draw on similar concepts in terms of occupying a questioning position 
on the diagnosis he has recently been given. I reflect that at times he seems to be 
viewed through the lens of his diagnosis rather than through the lens of what might
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be expected and acceptable of a teenage male in the process of establishing his 
identity.
I utilise social constructionist ideas to look at asperger syndrome as a construction 
and I speak of the challenges in holding this position as a relatively ‘powerless’ 
trainee as opposed to the consultant psychiatrist. I draw an analogy between my 
client and myself in the sense that as a ‘trainee’ I am a ‘clinical-psychologist-in-the- 
making’ and as an adolescent, he is an ‘adult-in-the-making’. At times we were both 
struggling to assert our autonomy in different contexts.
As a critique to the work, I reflect on the possible impact of not having involved other 
members of his family and I also highlight the possible benefits of employing a 
narrative approach as an alternative.
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Summary of Advanced Competencies Case Report
An extended risk assessment with a male in late adolescence referred for harmful
sexual behaviour
Year 3
January 2011
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An extended risk assessment with a male in late adolescence referred to a 
service for young people displaying harmful sexual behaviour
Referral: Ralph Jones was referred to the service via a social worker at the request 
of the Police. Having received a caution for his sexually explicit communication with 
girls over the internet and via text messages, the Police were keen for a risk 
assessment to proceed.
Presenting Problem: Ralph’s harmful sexual behaviours were the ‘presenting 
problem’ which had brought him into contact with services. However, in a broader 
sense, the ‘problem’ was Ralph’s inability or unwillingness to reflect on why he had 
engaged in such behaviour. This posed challenges in terms of working 
collaboratively with Ralph on any formulation or intervention ideas.
Assessment: Assessment took the form of clinical interviews with Ralph and his 
mother, and gathering information from other professionals so as to ensure multi­
disciplinary and multi-agency working. The qualitative information gathered helped to 
populate the quantitative assessment model used by the service (Assessment, 
Intervention, Moving On AIM2).
Formulation: Formulation was primarily developed during discussions during 
supervision. This partly reflected Ralph’s ‘visitor’ versus ‘participant’ status 
throughout the assessment.
Therapeutic Alliance: The challenges to developing a positive TA are considered 
throughout with reference to how Ralph had come into the service and his views on 
my role in this part of his life.
Critical Evaluation: A critical evaluation of the work is presented as are the 
professional and ethical dilemmas that were part of this piece of work.
79
RESEARCH DOSSIER
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Research Log Checklist
Formulating and testing hypotheses and research questions y
Carrying out a structured literature search using information 
technology and literature search tools
y
Critically reviewing relevant literature and evaluating research methods y
Formulating specific research questions y
Writing brief research proposals y
Writing detailed research proposals/protocols y
Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
y
Obtaining approval from a research ethics committee y
Obtaining appropriate supervision for research y
Obtaining appropriate collaboration for research y
Collecting data from research participants y
Choosing appropriate design for research questions y
Writing patient information and consent forms y
Devising and administering questionnaires y
Negotiating access to study participants in applied NHS settings y
Setting up a data file y
Conducting statistical data analysis using SPSS y
Choosing appropriate statistical analyses y
Preparing quantitative data for analysis y
Choosing appropriate quantitative data analysis y
Summarising results in figures and tables y
Conducting semi-structured interviews y
Transcribing and analysing interview data using qualitative methods y
Choosing appropriate qualitative analyses y
Interpreting results from quantitative and qualitative data y
Presenting research findings in a variety of contexts y
Producing a written report on a research project y
Defending own research decisions and analyses y
Submitting research reports for publication in peer-reviewed journals 
or edited book
Post viva
Applying research findings to clinical practice y
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Service Related Research Project
Evaluation of a carers group provided by the rehabilitation & recovery service and the 
assertive outreach team (AOT) in an NHS Trust.
Year 1 
July 2007
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Abstract
In 1999 the Department of Health published the national strategy ‘Caring for Carers’ 
which emphasised the important role which carers have in the health and wellbeing of 
the people that they care for. The acknowledgement that carers need to be cared for 
came with guidelines for services including the need to provide information and support 
in appropriate and accessible ways. In the local NHS Trust, a carers group had been 
running for approximately eight years without having been evaluated. The services 
which support the running of the group were keen to know whether the group met the 
carers’ needs and whether they would make any changes to the current structure of the 
group. A qualitative design was used in order to capture the carers’ own perspectives 
with 10 carers taking part, 7 females and 3 males. Thematic analysis was undertaken to 
identify themes that were important to the carers. Results support the continuation of the 
group, give suggestions for future structure of the group and highlight carers’ views on 
why they would not want to run the group by themselves.
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Introduction:
National policy and related research
In 1998, Henwood reported that 52% of carers had been treated for stress related 
illnesses since becoming carers. The most acute difficulties were experienced by those 
caring for someone with a severe and long-lasting mental health condition. In the same 
year, the Prime Minister announced that there would be a national strategy for carers. 
The strategy would recognise the vital role that carers play in the health and well being of 
the people they care for. ‘Caring for Carers, A National Strategy for Carers’ was 
published in 1999 by the Department of Health (DOH, 1999). It emphasised that all 
organisations involved with caring must now focus not just on the client, patient or user, 
but must include the carer (p6). This new approach had three main elements, 
information, support and care for carers as it acknowledged that that helping carers is 
one of the best ways to help the people they care for. The strategy echoed Henwood’s 
finding in that it reported that the needs of those who were caring for people with severe 
mental illness or dementia were especially high.
Caring for Carers made a number of suggestions for how services could assist carers. It 
advised that information should be provided in a way that was accessible, relevant and 
comprehensible. It also stated that carers’ support groups may be able to meet a range 
of carers’ needs for information about services, benefits or about the process of caring. 
Support groups were also recognised as being beneficial in terms of carers’ having 
contact with other people in similar situations to their own, so as to reduce isolation and 
to help them to cope with the stresses and strains of caring.
The National Service Framework (NSF) for Mental Health (DoH, 1999) which spells out 
national standards for mental health also included carers. Standard Six ‘Caring about 
Carers’, stipulates that local services pay greater attention to carers’ needs. It also 
states that both health and social care communities should provide support for carers’ 
groups and carers’ centres and work with them to develop local networks of support for 
carers (p74).
Despite these policies being in place, there has been research which suggests that 
services are still uncertain how to best meet carers’ needs. Szmukler et al (2003)
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conducted an experimental structured support programme and although the severity of 
care-giving difficulties decreased over the study period, it did not offer any advantage on 
the outcome measures when compared with ‘standard’ care. In another study, Joyce et 
al (2003) found some support for a stress-coping model of care-giving in psychosis and 
suggested that effective coping in caregivers may improve with support from confidants 
even if carer distress does not change whilst the care-giving continues. This would 
suggest that it may be important to ask the carers themselves what they find helpful from 
services and what is less helpful.
A number of publications by Rethink have done this by investigating carers’ needs and 
asking questions about the positive and negative experiences of caring. Pinfold and 
Corry (2003) report on 1,451 carers’ experiences and highlight that timely information, 
specific support for carers, contact with professionals and being offered choice and 
consultation were amongst the things that carers had found to be helpful. Conversely, 
lack of information, insufficient support, exclusion by professionals and caring in isolation 
were some of the things which hindered carers. Following on from this, Faulkner and 
Williams (2005) found that carers want to have their expertise and knowledge 
recognised, as well as replicating the finding that carers want to be given knowledge, 
information, skills and strategies for coping.
Local service
This evaluation was conducted in a Mental Health Trust in South East England. The 
carers group in the local service started in 1999 in line with the DoH recommendations 
and initially ran in two separate localities. In 2001, the Trust changed and the two carers’ 
groups amalgamated and became one. It has now been running in this way for 6 years. 
It is provided jointly by the rehabilitation and recovery service and the assertive outreach 
team (AOT). It runs once a month and is attended by at least one staff member from 
one of the teams, although usually there is more than one member of staff present. The 
ethos is to provide a supportive environment where carers can meet and share 
experiences. The staff also provide information in the form of speakers who attend to 
give presentations and answer questions from the carers. These speakers tend to be on 
the request of the carers, a recent example being a presentation from two hospital
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pharmacists talking about various medications that the carers' family or relatives may be 
taking.
The rehab and AOT have asked carers in the past whether they would like to run the 
group by themselves and this has always been resisted. Until now, the group has not 
been evaluated and the AO team leader expressed a desire to understand what the 
carers find useful about the group, whether they would change anything and also, what 
they value about having staff facilitate the group.
Research Questions:
The present study asked carers about their experiences of the carers group provided by 
the rehabilitation and recovery team and the AOT in order to address the following 4 
questions:
1 ) What do carers find useful about the carers group?
2) Is there anything about the carers group that is not useful?
3) Are there any changes they would like to make to the group?
4) What do the carers find valuable about the staff facilitators?
Method
Design
A qualitative design was used. Focus groups were employed as the means to collect 
data. Focus groups are said to ‘focus’ on the stakeholders i.e. the people in which the 
research is interested in. It has also been documented that the dynamic interaction can 
provide rich data in the participants’ own language (Kitzinger, 1994a). Additionally, focus 
groups have previously been used in service evaluation research (Ansay, Perkins & 
Nelson, 2004) and have been used specifically in studies where it is important to ensure 
that individual interests and concerns are represented in the service evaluations (Ansay 
etal, 2004; Powell, Single & Lloyd, 1996; Mitra, 1994).
Participant selection/recruitment
The researcher attended the carers group in December 2006 and January 2007 to 
explain the evaluation, provide information sheets (Appendix A) and to give the times 
and dates for when the focus groups would take place. Any carers who attended the
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group were invited to attend the focus groups. Initial interest was expressed by 13 
carers. The AO team leader reported that on average, between 8 and 15 carers 
attended regularly.
Procedure
A semi structured interview schedule was used in order to guide the focus group 
discussions (Appendix B). The interview schedule was designed to allow the carers to 
tell their own experiences rather than adhering to a strict structure. It was developed by 
the researcher with open-ended questions to elicit a breadth of responses. The 
questions were based around what the service manager had asked to find out from the 
carers regarding what they thought of the group. The focus groups were audio-taped 
using a tape -recorder
Eight carers attended the first focus group and two carers attended the second focus 
group (total n=10. Male=3, Female=7, Mean Age=55). Before the groups started, a 
consent form (Appendix C) was given to the carers explaining that the group would be 
audio-taped and transcribed but that it would be anonymised. Once these were signed, 
the focus groups began with the researcher using the semi structured interview schedule 
to guide the discussion. Both focus groups were conducted by the researcher who was 
open about their personal experience of being a carer. It was hoped that this would 
foster a sense of the carers being understood by the researcher in some way, despite 
each experience of ‘caring’ being different. As a result, it was hoped that this would 
encourage frank accounts from the carers when talking about their experiences of the 
group.
The first group lasted approximately 25 minutes and the second group lasted 
approximately 35 minutes. Once the focus groups were completed, the tapes were 
transcribed verbatim and analysed using thematic analysis as outlined in Braun and 
Clarke (2006).
The small number of participants and the loosely structured focus groups meant that it 
was not considered appropriate to quantify the data when analysing it. The AOT and 
rehabilitation & recovery service were interested in what the carers felt about the group
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and therefore it was considered that it would be more interesting and a better use of the 
data to report issues that the carers had raised.
Analysis
Thematic analysis aims to identify, analyse and report patterns within data and can be 
described as a realist method in that it can be used to report the experiences, meanings 
and reality of participants (Braun & Clarke, 2006). A semantic approach to the thematic 
analysis was undertaken meaning that themes were identified in the explicit or surface 
meanings without looking for anything beyond what the participants had actually said. 
However, it went beyond simple description where the data is purely organised to show 
patterns and moved to attempt to theorise the significance of the patterns found in 
relation to the original research question (Braun & Clarke, 2006).
Results
Thematic analysis can be inductive i.e. data driven, or theoretical i.e. driven by the 
researchers’ analytic interest in the area. This evaluation was both inductive and 
theoretical in its analysis in the sense that there were some specific questions in mind 
when reading the data, but the researcher also allowed for more data driven themes to 
be identified in the process of analysing. The analysis followed Braun and Clarke’s 
(2003) recommendations for making thematic analysis a rigorous method to use. This 
included familiarisation with the data, identifying anything interesting that was in the data, 
coding and collating the data and then sorting the codes into candidate and sub-themes. 
The candidate and sub-themes are shown below in table 1:
Table 1: Candidate and Sub-themes of data set:
CANDIDATE THEME:
SUB-THEMES
Support
Feeling understood
Reducing isolation
Sharing views
Learning Receiving information
Others’ experiences
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Carers as experts
Professionals’ role
Feedback from staff
input by staff
Knowledge of staff
Future of the group
Staff avaiiabiiity
Lobbying for change
Structure
Narrative of results:
Support: Participants expressed various ways in which the carers group offered
support. Feeling understood by other carers seemed to be beneficial, as Jenny said,
“At least you’re meeting with people who understand your problems”
This sense of feeling understood as a result of being part of the carers group seemed to 
be something that the carers may struggle to experience elsewhere, as Katy explained, 
talking in the group can be different from talking outside of the group,
“It’s nice to be able to say what we think and how we feel with people who we 
don’t you don’t need to say very much like you don’t have to do loads and loads 
of explaining”
Linking in with feeling understood was the idea that the group reduces isolation, which is 
also supportive. Teresa illustrated this as she shared,
“You realise you’re not the only one, you’re not on your own”
Finally, there was a sense that sharing views with other carers was supportive as Mick 
pointed out,
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“It provides a forum where we can sort of you know voice our frustration which 
has a slightly therapeutic effect”
Learning: Another function of the carers group was that it was identified as a place 
where the carers learn in a variety of ways. Receiving information was highlighted by 
half of the participants who took part (n=5) as being useful. This seems to be illustrated 
by Rogers’ assertion that
“What is useful is we do get the up to date information”
Similarly, Jacky commented that
“It’s a golden opportunity to get helpful information from the relevant people”
Another way in which the carers learn in the group is through others’ experiences. 
Meeting other carers who have been caring for someone with similar difficulties, or who 
have been caring for a long time can be valuable as Jenny summed up,
“You learn from what others are saying”
Finally, the carers felt that the group could also be a time for the professionals to learn 
from them being the experts in the care of their loved ones. Katy articulated this when 
she said,
“If we make our views known to the mental health professionals then they can 
see how that issues of confidentiality is brought to bear on their treatment...see 
how it’s detrimental”
Professionais’ roie:
The carers talked about the professionals’ role in the carers group from a number of 
perspectives. Firstly, the carers discussed feedback from staff as being something 
which would be useful to them. They felt this was important as they would like to know 
whether their voices are heard and acted upon. As Mick commented.
91
“We would like to know what the professionals think of us and how it informs the 
delivery of their services”
This seemed to echo Faulkner & Williams (2005) finding that carers want to have their 
expertise and knowledge recognised. They also talked about the input from staff as 
being important to them. It was felt by one carer that caring for someone can be a 
constant ‘job’ and because of that, the staff should,
“Inform us as much as they can because we’re the ones at the end of the
day...it’s constant”
Finally, the carers felt that the knowiedge of the staff was made available by their
presence at the group both as speakers and as facilitators. Bob acknowledged that,
“It’s an opportunity to learn from what the professionals are saying too”
Future of the group:
The last theme highlighted a number of ideas the carers had about the future of the 
group. Staff avaiiabiiity was deemed to be important to ensure the running of the group, 
one concern should staff not be available was that speakers would no longer attend,
“If the staff weren’t here we wouldn’t be able to get the people to come and do 
presentations”
The future role of the group was pondered with a question over whether it could be used 
for lobbying for change as Mick asked,
“To what extent can the support group be a vehicle for change”
Finally, the structure of the group was questioned with two carers talking about 
workshops being useful when the group first began and wondering whether they could 
be re-introduced. There was also some discussion around carers being made aware in
92
advance of what would be taking place in each meeting and there being some structure 
to each meeting,
“Sometimes you just sit around and chat which is good but then other times you 
might want it a bit more structured” (Sarah)
Discussion
In relation to original research questions
The four research questions asked what the carers found useful/not useful about the 
group, whether they would make any changes to the group and what they find valuable 
about the staff facilitators. The analysis of the focus group transcripts has suggested 
that the carers who took part find the group useful in terms of the support they receive, 
which can enhance their feelings of being understood and decrease their sense of 
isolation. They also valued the opportunity it provides for them to learn, both from the 
information they receive and from each others’ experiences. The carers also talked 
about the staff as being valuable to the group in different ways from enabling speakers to 
attend, to being available to answer questions from individuals. Finally, the carers also 
had some ideas about the way the group could continue in the future, including 
implementing a feedback system from staff and questioning whether they could use the 
group as a vehicle for change.
Limitations and weaknesses
One limitation of the present evaluation is that the results can not be said to represent all 
carers who are involved in this Trust. The number of carers who took part was relatively 
small (n=10) and therefore the results can not be generalised to all other carers. 
However, it is worth noting that the number of carers attending the present group ranges 
from 8-15, so it could be argued that a fair proportion of the carers from this group have 
had a chance to share their views. A further focus group may have helped to address 
this in order to include more of the carers, however time restrictions prevented this. 
Conclusions drawn from the findings are still useful in the specific context of evaluating 
this particular carers group, and are also appropriate in relation to the qualitative design 
of the evaluation.
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The main weakness with the evaluation is also related to the small number who took part 
which resulted in a fairly limited data set with one focus group lasting 25 minutes and the 
other 35 minutes. This could be rectified by the service in the future if they were to 
conduct further focus groups to gather more carers’ views.
Recommendations for the service
1. To continue to support the carers group to take place, including continued staff 
facilitation
2. To provide a forecast so that carers are aware of what will be happening in 
upcoming meetings
3. To give feedback to carers on whether their views are taken on board, for 
example discussed in team meetings and whether this impacts upon service 
delivery so that carers feel valued and listened to as experts in their own right
Evaluating the carers group has been useful in providing the services which run it with 
information which can be used when thinking about the continued running of the group. It 
has highlighted areas of good practice in the things that the carers find useful and 
valuable about the group as well as providing some feedback on what they would like the 
group to provide in the future. A letter confirming that the results were fed back to the 
service can be found in Appendix D. It seems most appropriate to leave the last word to 
Roger who said,
“I mean the group as far as I’m concerned does everything I want except make 
my daughter better and I would be very sorry to see it fold...”
94
References
Ansay, S.J., Perkins, D.F., & Nelson, C.J. (2004). Interpreting outcomes: using focus 
groups in evaluation research. Family Relations, 53(3), 310-316.
Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 
Research in Psychology, 3, 77-107.
Faulkner, A. & Williams, K. (2005). Future Perfect: Mental Health Service Users set out 
a vision for the 2 f^  century. London: Rethink Publications.
H.M. Government (1999). Caring about Carers: A national strategy for carers. London: 
HMSO.
Henwood, M. (1998). Ignored and Invisible? Carers’ experience of the NHS. London: 
Carers National Association
Joyce, J. Leese, M., Kuipers, E., Szmukler, G., Harris, T. & Staples, E. (2003). 
Evaluating a model of caregiving for people with psychosis. Social Psychiatry and 
Psychiatric Epidemiology, 38, 189-195.
Kitzinger, J. (1994a). The methodology of focus groups: The importance of interaction 
between research participants. Sociology of Health and Illness, 16, 103-121.
Mitra, A. (1994). Use of focus groups in the design of recreation needs assessment 
questionnaires. Evaluation and Program Planning, M{2), ^33-^40.
National Service Framework for Mental Health (1999). Modern Standards and Service 
Models. Department of Health.
Pinfold, V. & Corry, P. (2003). Under Pressure: The impact of caring on people 
supporting family members or friends with mental health problems. London: Rethink 
Publications.
95
Powell, R., Single, H. & Lloyd, K. (1996). Focus groups in mental health research: 
enhancing the validity of user and provider questionnaires. International Journal of 
Social Psychiatry, 42{3), 193-206.
Szmukler, G., Kuipers, E., Joyce, J., Harris, T., Leese, M., Maphosa, W. & Staples, E. 
(2003). An exploratory randomised controlled trial of a support programme for carers of 
patients with a psychosis. Social Psychiatry and Psychiatric Epidemiology, 38, 411-418.
96
APPENDICES
Appendix A
Participant information Sheet
Title: An Evaluation of the Carers Group
Invitation paragraph
You are invited to take part in an evaluation of the carers group. Before you decide 
whether you would like to take part, it is important for you to understand why the 
evaluation is being done and what it will involve. Please take your time to read this 
information carefully and discuss it with anyone. Please ask if there is anything that is 
not clear or if you would like more information. Take time to decide whether or not you 
wish to take part.
Thank you for reading this.
What is the purpose of the evaluation?
The purpose of this evaluation is to find out in what ways the carers group does and 
does not meet the needs and expectations of the carers who attend.
Why have I been chosen?
You were chosen because you have the experience of being involved in the carers 
group.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you are still 
free to withdraw at any time without giving a reason. Withdrawing from the study or 
deciding not to participate will not affect your care or that of the person you care for.
What will happen to me if I take part?
Focus group
You will join a group of other carers to discuss the carers group. The discussion will last 
a maximum of 1 hour. With the permission of everyone in the group, the discussion will 
be recorded on audiotape. This will be written down to allow the researcher to draw 
some conclusions about what people think of the carers group.
What are the advantages and disadvantages of taking part?
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There are no anticipated disadvantages to taking part in the evaluation. However, if you 
want to leave the focus group while it is in session, you would be free to do so 
immediately.
An advantage could be that your views will help the rehabilitation and assertive outreach 
teams to know what you find most valuable about the group and also whether there is 
anything that they could do to facilitate changes to the group in the future.
Confidentiality
All information collected will be kept confidential; recorded information will be treated as 
strictly confidential, and all names and identifying details will be removed from the written 
data. The audiotapes will be stored in a locked cupboard during the transcribing process 
and then destroyed. However the following exceptions apply - if you say that you intend 
to harm yourself or someone else, a member of the rehabilitation or assertive outreach 
team will be notified.
What will happen to the results of the study?
Information gathered during the project will be used to identify the strengths and 
weaknesses of the carers group. The outcome of the project will be presented at one of 
the future carers group meetings. There will also be a presentation given to the services 
that are involved in helping to run the group.
Contact for further information
If you have any concerns about the project, you should discuss them with the principal 
researcher leading the project:
Trainee Clinical Psychologist 
Tel:
If you decide to participate in the project you will be given a copy of this information 
sheet and a signed consent form to keep.
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Appendix B
Focus Group Semi Structured Schedule
1. Introductions and boundary setting
• Explain why we want their opinions -  for evaluation so that we can find 
out how whether we could develop and improve the carers group.
• Explain there will be two focus groups taking place.
• Explain that there are no wrong and right answers just brainstorming.
• Explain limits of confidentiality.
2. Opening discussion -  what is the carers group?
3. How do you feel about the group? What does the carers group mean to you?
4. What do you particularly like about the group? What do you find useful?
5. Are there any things they feel could be improved about the group? What is not 
quite as useful?
6. What do you value about having staff facilitate the group?
7. Sum up themes at this point
8. Anything else you would like to say?
Appendix C
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CONSENT FORM
Title of Project: An Evaluation of the carers group provided by the
Rehabilitation and recovery service and the Assertive 
Outreach team (ACT) in this NHS Trust.
Researcher:
Contact:
Please initial box
1. I confirm that I have read and understand the information sheet dated 14/3/07 
(Version 1) for this study and had the opportunity to ask questions
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time, without giving any reason
3. I agree to take part in a focus group and understand that they will be audiotaped.
Name of Participant Date Signature
Researcher Date Signature
Version 1- 14.03.07 1 for participant; 1 for researcher
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Appendix D
A teaching trust of Brighton 
and Sussex Medical School
Sussex Partnership
NHS Foundation Trust
NHS
8 May 2011 
Mia Harrison
Clinical Psychology Training Programme 
University of Surrey
Dear Mia,
Thank you for presenting your Service Related Research Project on evaluating the service 
carers’ group to the Rehabilitation and Recovery Team on 1®* October 2007. Your evaluation 
and presentation were well received by the team and were helpful for planning the carers’ 
group in the future. The team leader was particularly interested in your findings and you 
provided a summary version for him for publication in the Trust newsletter.
Thank you once again for carrying out this useful evaluation and for helping the team to 
develop the carers’ group.
Yours,
Clara Strauss 
Clinical Psychologist
Chair: John Bacon CB Chief Executive: Lisa Rodrigues
Working in partnership with Brighton & Hove City Council. East Sussex County Council and West Sussex County Council
www.sussexDartnershiD.nhs.uk
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Qualitative Research Project
Trainee psychologists’ perceptions of spirituaiity and the integration of spirituaiity
and therapy
Year 1
May 2007
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Abstract
Introduction:
Over recent years there has been an increased awareness of the relevance of spiritual 
issues in therapy. There are however, corresponding questions as to how best to 
integrate this aspect of people’s lives in the therapy room. A number of studies indicate 
that mental health professionals do not believe they receive adequate training to 
integrate issues of spirituality into clinical practice. This study aimed to address the 
question of how clinical and counselling psychology trainees view spirituality and 
therapy.
Method:
A purposively selected sample of three females and one male, all either clinical or 
counselling trainee psychologists participated in semi-structured interviews. An 
Interpretative Phenomenological Analysis approach was used to analyse the transcripts.
Results:
Two super-ordinate themes were constructed: ‘personal beliefs about spirituality’ and 
‘issues surrounding integration into therapy’. A shared finding was that all participants 
acknowledged the importance of having an awareness of their client’s spiritual beliefs. 
This was coupled with an uncertainty of how best to integrate this into therapy.
Discussion:
The results are discussed in relation to existing literature which suggests current training 
courses do not equip trainees with skills to integrate spirituality into therapy. The 
practical implications are also discussed in light of literature which offers suggestions for 
overcoming this issue.
Conclusion:
Training courses have a responsibility to address issues of integrating spirituality into 
therapy as an area of need for trainees.
103
Major Research Project
How do people make sense of their experiences of psychosis? An interpretative
phenomenological analysis.
Year 3
May 2011
Word Count: 19995 excluding abstract, references and appendices
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Abstract
Background: Psychosis can be confusing and distressing for those who find themselves 
living with such experiences. Previous research suggests that making sense of these 
experiences can be important in terms of recovery. Little is known about the ways in 
which people negotiate the task of meaning-making.
Objective: To analyse first hand accounts of people who have had psychotic 
experiences to explore the ways in which they had made sense of them. This was to add 
to the body of qualitative literature on psychosis and to inform the mental health 
professionals who may be in a position of supporting people who are in the midst of such 
experiences.
Method: Five participants who were receiving support from an Early Intervention in 
Psychosis Service (EIPS) were recruited. Semi-structured interviews were used as the 
method of data collection with Interpretative Phenomenological Analysis being used to 
analyse data.
Results: Findings suggested that people who experience psychosis are not only trying 
to make sense of the experience but also of who they are. Whilst differences were 
revealed in the ways people had made sense of the psychotic experiences, the centrality 
of the impact on sense of self became apparent.
Conclusions/Implications: Results were discussed in relation to theories of the self. 
The importance of viewing psychosis as an existential experience rather than as 
symptom of illness was suggested. The impact of others on sense of self was explored 
as an important consideration for those who are in positions of providing support for 
people with psychotic experiences.
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1. Orientation to the thesis
1.1 Orientating the reader to the study
This thesis explores the ways in which people make sense of experiences of psychosis, 
something which can impact on recovery. This research aimed to produce an in-depth 
analysis of a small number of participants’ accounts in order to shed light on this 
phenomenon. An interpretative phenomenological analysis (IPA) approach was used, 
acknowledging that results are a co-construction between participants and researcher.
In line with most qualitative approaches, the report has been written in the first person 
maintaining the position that the personal aspect of this research is an integral part of it 
(Murray & Chamberlain, 1999). As such, this orientation section sets out my position to 
the thesis and the broad research aims. The second chapter introduces the first of a two 
part literature review to support the development of the research question and provide 
the rationale for conducting the research. The methodology chapter outlines the 
procedure including ethical considerations, recruitment and analysis. The following 
chapter begins with an overview of the results before offering a detailed analysis of the 
participants’ accounts. The discussion chapter integrates part two of the literature review 
illuminating and contextualising the results. Theoretical and clinical implications as well 
as the credibility and limitations of the study also form part of the discussion. A 
conclusion is then given.
1.2 Nomenclature
Throughout this report, I refer to ‘psychotic experiences’ in place of other existing terms 
in the literature. This is in line with recommendations from the British Psychological 
Society (BPS, 2000). Additionally, the term service user will be used to describe people 
who access help from mental health services. Whilst I acknowledge that this term may 
not be accepted by everyone who finds themselves in this position, I use it in line with 
examples in the literature and in the absence of a better alternative.
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1.3 Position statement
My personal interest in psychotic experiences began during my teenage years, when 
somebody close to me struggled with experiences that could have been labelled in this 
way. Our family entered a world full of confusion, distress and fear. Explanations offered 
by mental health services at that time did not make sense to us and we went our own 
way. The stigma we perceived to be surrounding those explanations fuelled our desire to 
distance ourselves from them.
These experiences influenced my choice of career in clinical psychology. As an assistant 
psychologist in an Early Intervention in Psychosis Service I was encouraged by a 
provision that had not existed for us many years before. However, my curiosity was also 
aroused by what felt like, at times, a dominant medical-model presence and the potential 
impact of this on families for whom this did not ‘fit’. Whilst on clinical placements, I have 
had similar experiences whereby diagnoses have been offered as explanations and 
people have been spoken about through this lens.
Finally, researchers such as Bentall (e.g. 1990; 2006; 2009), Boyle (2002), Moncrieff 
(2009; 2010), May (2004; 2010) and Diamond (2008; 2010), to name but a few, have 
inspired me through their interesting, challenging and questioning stances to be a 
researcher who pays particular attention to people’s personal explanations and 
explorations of mental distress.
1.4 Research aims
This thesis aims to explore the ways in which people make sense of psychotic 
experiences. It is a qualitative study that aims to produce an in-depth analysis of a small 
number of subjective, first-hand accounts of this phenomenon. It is interested in 
exploring the processes people engage with when negotiating the task of meaning 
making. This research aims to move closer to an explicit understanding of the ways in 
which people manage to make sense of psychotic experiences. This will add to and 
expand on previous research findings which have established that making sense of 
psychotic experiences is an important task.
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2. Introduction
2.1 Understandings of psychotic experiences
2.1.1 Biological understandings - symptoms of mental illness
Since Krapelin (1913, cited in Read, 2004, p.22) coined the phrase dementia praecox 
and claimed he had found an incurable, degenerative condition, the idea has pervaded 
that a serious mental illness exists. Despite early opposition to the organic brain disease 
model (e.g. Sullivan 1927), the medical model posits that experiences such as 
hallucinations (e.g. hearing voices) and delusions (e.g. holding unusual beliefs) are 
symptoms of serious mental illness. The terms ‘psychosis’ and ‘schizophrenia’ are both 
relevant here since a number of their features overlap. The medical definitions are found 
in the American Psychiatric Association (APA) Diagnostic and Statistical Manual of 
Mental Disorders, DSM-IV-TR (APA, 2000). In the DSM-IV-TR, the narrowest definition 
of psychotic is restricted to delusions or hallucinations, with hallucinations occurring in 
the absence of insight into their pathological nature (p.297), The broader definition would 
include other positive symptoms of schizophrenia (e.g. disorganised speech, grossly 
disorganised behaviour or catatonic behaviour). Psychiatry advocates that the ‘prevailing 
view...is of a disorder (or perhaps even a collection of disorders of similar presentation) 
that has its origins in faulty brain development in utero’ (Buckley & Jones, 2010, p.593). 
Mental health services in the UK are informed by The National Institute for Health and 
Clinical Excellence (NICE) guidelines for schizophrenia which describe it as a major 
psychiatric disorder (or cluster of disorders) that alters an individual’s perception, affect, 
thoughts and behaviour (NICE, 2010, p.16).
Schizophrenia has been described as a brain disease in medical research to such an 
extent that it has been reported in the media as fact (e.g. Iverson, 1997). Unfortunately, 
this has fuelled negative perceptions of people who have been assigned such a 
diagnosis, perpetuating the stigma that is associated with it (Philo, 1996). This is 
important since Jacoby (1993) reported that feeling stigmatised can occur even in the 
absence of any direct discrimination, and both quantitative (Kleim et al., 2008) and
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qualitative (Dinos et al., 2004) studies have highlighted the damaging effects of stigma 
for people with diagnoses of schizophrenia and psychosis respectively.
2.1.2 Prevalence rates
Schizophrenia has been described as ‘the most common form of psychotic disorder’ 
(NICE, 2006, p.9). Ten years ago, the estimated number of people likely to have a 
diagnosis of schizophrenia in the UK was 10,000 to 50,000 (Cooke & Kinderman, 2000). 
A year later, the Department of Health stated the average incidence of psychosis was 15 
per 100,000 new cases per annum (DoH, 2001). A recent systematic review of the 
prevalence of schizophrenia concluded that approximately 7-8 individuals per 1000 are 
affected. Since this was a global review, the authors noted that there was variation 
between sites depending on the type of prevalence estimate used and that rates could 
vary from 4-7 persons in 1000 (Saha et al., 2005). NICE sum up in their estimation that 
over a lifetime, about 1% of the population will develop schizophrenia (NICE, 2010).
2.1.3 A diagnostic system -  used but contested
The DSM-IV-TR (APA, 2000) aids psychiatrists in making diagnoses. However, this 
system is not perfect. Even within mainstream psychiatric textbooks, it has been 
acknowledged that the study into the epidemiology of schizophrenia has been influenced 
by those conducting the research (Karno & Norquist, 1995). Additionally, textbooks offer 
confusing claims that despite over 30 years worth of research which ‘supports the neuro- 
developmental hypothesis...ultimately we do not know what causes schizophrenia’ 
(Buckley & Jones, 2010, p.594-596). Although these texts pay some attention to 
psychological and social factors which may be important, this is in the context of the 
medical model being the truth with medication being described as the ‘bedrock’ of 
treatments (ibid, p.593).
The East Midlands Psychosis and Complex Mental Health Special Interest Group (SPIG) 
recently issued a position statement on psychiatric diagnosis (Coles, 2010). They 
question the reliability of diagnostic categories stating that early clinicians often 
disagreed on which diagnosis to assign with attempts to improve this being modest and
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declining in everyday practice (e.g. Kirk & Kutchins, 1994). Furthermore, Mary Boyle 
(2002, p.9) states that there is a ‘discrepancy between the strength of the belief that 
“schizophrenia is a brain disease” and the availability of direct supporting evidence’.
There have been other criticisms aimed at the diagnostic system both in terms of the 
validity of the concept of schizophrenia as a ‘syndrome’ in the first place (e.g. Bentall, 
1990) and also suggestions of it being a political device to médicalisé social problems so 
that society can deal with undesirable behaviours in ways that might be contested if the 
illness model was not accepted (e.g. Moncrieff, 2009; 2010). Historically, treatments of 
these behaviours have ranged from electroconvulsive therapy and psychosurgery in the 
1940s and 1950s to the pharmacological revolution in the 1960s which initially offered 
the illusion of hope of a cure (see Bentall, 2009 for a detailed overview of the history of 
psychiatric treatments). Efforts to find medical breakthroughs continue, with the US 
National Institute for Mental Health recently reporting its “next steps for schizophrenia 
research” would be focusing on -  genetics, neuro-imaging, post-mortem studies, 
developmental neurobiology and clinical trials (Hyman, 2000).
The diagnostic system suggests a divide between normal and abnormal experiences. 
However, alternative viewpoints have been offered over the years from the anti­
psychiatry writers questioning the validity of mental illness through to research which 
suggests that rather than a divide, a continuum of experiences exists. These will be 
explored below.
2.2 Further understandings of psychotic experiences
2.2.1 Anti-psychiatry
The very idea that mental illness existed at all, in the same sense as physical illness was 
contested by Thomas Szasz, himself a psychiatrist (1961; 1991). He suggested that the 
term ‘mental illness’ was used to describe something other than a disease of the brain. 
He asserted that the concept of mental illness was offered as an explanation for 
problems of living and suggested that although people may behave in ways that could be 
construed as dysfunctional, these were not symptoms of medical conditions. He went on
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to ask ‘what kinds of behaviour are regarded as indicative of mental iliness, and by 
whom?’, and concluded that the beneficiaries of the socially constructed mental illnesses 
are the psychiatric profession in maintaining their role as medical specialists.
More recently, Boyle (2010) argued that the médicalisation of distress can not deal with 
the meaningfulness of distress. She suggested that one way in which the medical model 
continues to dominate is through the lack of available alternative ways of speaking about 
extreme distress. From a service user perspective, first hand accounts suggest that 
whilst some people find a diagnosis helpful in making sense of their experiences, others 
find it plays a less important role (e.g. Davidson & Lynn, 2010).
These arguments speak out against the médicalisation of distress, but offer little in the 
way of furthering our understanding about why or how people may become extremely 
distressed, and do not offer insight into how people with lived experience may come to 
understand it. Psychological theories such as those postulated by the cognitive approach 
have attempted to offer alternative explanations for why people become distressed by 
experiences referred to as psychosis by the medical model.
2.2.2 A cognitive approach
Despite a variety of psychological theories existing, the cognitive approach to 
understanding people’s experiences of psychosis has received much interest and has 
influenced psychological treatments offered within the NHS over the last 20 years. As 
such, it will be focused on here.
Morrison’s (2001) cognitive approach to hallucinations and delusions emphasised the 
culturally unacceptable interpretations that people make for events and claimed that 
different interpretations might attract different classifications. He also suggested that it 
was the interpretation which caused the distress. There has also been research into the 
implications of meta-cognition in the development of auditory hallucinations (Morrison & 
Wells, 2003), and the importance of people’s beliefs about rejection and criticism from 
others as being risk factors in developing psychosis (Morrison et al., 2006). Other 
researchers have investigated the role of cognitions and appraisals in the development
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of paranoid thinking (Bentall et al., 1994) suggesting it served the function of protecting 
self esteem. It was later suggested that the relationship between paranoid thinking, self 
esteem and appraisals was complex (Bentall & Taylor, 2006).
The role of anxiety in the formation of persecutory delusions has been highlighted by 
Freeman and colleagues (2002) who suggested that distress was associated with the 
content of the delusion and the further appraisal of and experiences related to the 
delusion. Additionally, Freeman and Garety (2004) suggested that persecutory delusions 
are explicable in terms of normal psychological processes. Demonstrating evidence of 
non-clinical paranoia supported the notion that a continuum of experiences is likely to 
exist in terms of suspicious thoughts. Fowler and colleagues (2006) demonstrated further 
evidence of this in their finding of paranoia in a non-clinical population.
These researchers have perpetuated the alternative view that the experiences that 
distinguish people as being mentally ill or not lie on a continuum rather than a diagnostic 
divide, a view endorsed by the British Psychological Society (Cooke & Kinderman,
2000). Research such as that which is listed above, has informed Cognitive Behavioural 
Therapy (CBT) packages for people experiencing psychosis. CBT focuses on clients’ 
thoughts, feelings and behaviours in relation to their experiences (Chadwick &
Birchwood, 1994; Zimmerman et a!., 2005) and there has been a recent analysis on the 
components which are needed for CBT for psychosis (Morrison & Barrett, 2010).To take 
a critical stance on the alternative views offered by psychological perspectives however, 
a brief look at the similarities which exists between psychiatric and psychological views is 
needed. These have been provided by advocates of critical psychology and will be 
explored below.
2.2.3 Critical Psychology
It may be more accurate to talk about a range of critical psychologies rather than a single 
approach (Fox et a!., 2009). Fox and colleagues posited that the themes at the centre of 
these approaches include pursuing social justice and transforming the status quo of both 
society and psychology. Fox and colleagues stated their aim to be agents of social 
change not agents of social control (2009, p.4). They argue that to ignore the dominant
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cultural, economic and political institutions in a society can be to ignore the inequality 
and oppression that may contribute towards individual struggles. Diamond echoed these 
ideas in his assertion that any understanding of distress needs to be situated in societal 
and political contexts (Diamond, 2010).
In line with these ideas, it has been argued that there is not much difference between 
blaming faulty chemicals (psychiatry) and faulty thinking (cognitive behavioural 
approaches) for people’s mental ‘illness’ or distress (Cox & Kelly, 2002). Both 
approaches locate the problem within the individual and the therapies they offer require 
changes to occur within that person (e.g. medication, cognitive therapy). This has 
prompted supporters of community and critical psychology to advocate for social change, 
working collaboratively with others (Diamond, 2008; 2010), and to learn from community 
groups and individuals who challenge the status quo, warning against the 
‘preoccupation’ with CBT (Coles et al., 2009, p6).
The understandings of psychotic experiences offered by psychiatry and psychology have 
been challenged by advocates of anti-psychiatry and critical psychology, but in spite of 
criticisms, the majority of individuals in those professions undoubtedly want the best for 
the people they serve. It has been suggested that a potentially unifying and collaborative 
goal exists -  recovery (Roberts & Wolfson, 2004). This will be explored below.
2.3 Recovery
2.3.1 What is recovery?
Recovery has been referred to as an approach, a model, a philosophy, a paradigm, a 
movement, a vision and sceptically, a myth (Whitwell, 1999, cited in Roberts & Wolfson, 
2004). The Department of Health (2001), stated that future services would ‘talk as much 
about recovery as they do about symptoms and illness’. However, it has been 
acknowledged that recovery is often talked about from two different perspectives. On 
one hand, mental health services may predominantly talk about clinical recovery, a 
concept emerging from the ‘expertise’ of mental health professionals who can often view 
recovery as being about getting rid of symptoms. This may be different from personal
116
recovery which comes from the expertise of people who have lived experience of mental 
illness (Rethink, 2010). Personal recovery is about the process of building a meaningful 
life as defined by the person themselves, whether or not there are ongoing symptoms or 
problems (Shepherd et al., 2008). Both perspectives will be examined now.
2.3.2 Recovery in mental health services and the ‘early intervention approach’
Mental health services have been in a process of becoming more focused on personal 
recovery as reflected in documents such as the National Institute for Mental Health in 
England (NIMHE) guiding statement on recovery (2005), and the New Ways of Working 
document (2007), which emphasise services having a focus on collaborative rather than 
coercive support and on paying attention to individual strengths rather than deficits.
Specific to psychosis is research linking early help to optimum chances of recovery (e.g. 
McGorry, 2004). As a result. Early Intervention in Psychosis Services (EIPS) now exist to 
offer an ‘early Intervention service to all people with a first episode psychosis or first 
presentation psychosis Irrespective of age’ (NICE, 2010, p.79). Pioneered by Max 
Birchwood in 1994, there are now over 125 teams operating across the country. NICE 
specifies that these services should provide a full range of psychological and drug 
treatments and other support. They stipulate that people ‘should be offered a 
psychological treatment called cognitive behavioural therapy (CBT)’ and if living near 
close family ‘you should also be offered family Intervention’. Arts therapies are described 
as something which ‘may’ be offered. (NICE, 2009, p.9). NICE also highlights that 
although other psychological treatments exist including counselling and supportive 
psychotherapy, these are ‘not as effective as CBT, family Interventions and arts 
therapies’ {\b\d).
However, a 57% rise in antipsychotic medication prescriptions between 1998 and 2009 
(Busfield, 2010), could be argued to indicate a continuing focus on ‘getting rid of 
symptoms’ as being important in recovery for mental health services. Additionally, a 
recent publication by MIND found that service users feel like the mental health system 
has adopted the term ‘recovery’ without undergoing the transformational changes 
needed to incorporate it in a meaningful way (MIND, 2008). An example being that
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‘choice’ in regards to medication for a mental health professional may mean discussing 
the different options of treatments available but may not include the option of no 
medication. So where should the focus for recovery be?
2.3.3 First hand accounts of recovery
First hand accounts of recovery shed light on the individual nature of the process (e.g. 
May, 2004; Davidson & Lynn, 2010; Chandler & Hayward, 2009) whilst also 
acknowledging the shared aspects which can be used to help to support people in their 
journeys of recovery. Links between the importance of making sense of experiences and 
recovery have been made by Slade (2009) who suggested that the main tasks of 
recovery included developing a personally satisfactory meaning to frame the experience. 
However, it has been acknowledged that recovery is a complex process (Provencher, 
2007) and that mental health professionals can remain pessimistic about recovery for 
clients with psychosis (Pryts et al., 2011 ). These factors are likely to impact on promoting 
recovery. This indicates that we need to develop more of an understanding about how 
people negotiate the tasks suggested by Slade (2009). After all, if we do not understand 
how someone makes sense of their experiences, we may struggle to assist them in this 
task. The importance of making sense is further explored below.
2.4 The importance of ‘making sense’
2.4.1 Making sense and the inherent challenges
We all need to make sense of our experiences in order to live a meaningful existence 
(FrankI, 1967). The ability to make sense of our world has been deemed to be ‘the most 
important faculty we have’ (Sacks, 1986, p.18). Making sense has been specifically 
highlighted as being important for people suffering from illness (Radley, 1994) and 
trauma, where research has emphasised the importance of finding meaning in the things 
we experience as being fundamental to our ongoing growth as a person (e.g. Janoff- 
Bulman, 1992). Although the relationship between psychotic experiences and trauma is 
complex, it has been suggested that traumatic experiences may contribute to the
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development of psychosis as well as experiences of psychosis contributing towards a 
traumatic response (Morrison et al., 2003).
With the suggestion that ‘treating’ people with psychosis is hampered by not knowing 
how they experience and attribute meaning to the ‘disorder’ (Estroff, 1989), and the 
notion that finding meaning in and for psychotic experiences is empowering (Roberts & 
Wolfson, 2004), it becomes clear that making sense of psychotic experiences can be 
important to those who go through them. Furthermore, this will be equally important for 
all who experience psychosis since it has been suggested that even those who have 
been receiving help from services for a long time might not have a coherent 
understanding of what has happened to them (Barker et al., 2001 ). If it is accepted that 
making sense is an important task, what are some of the challenges to this?
One challenge is the acknowledgement that people who experience psychosis have 
historically had their own attempts to make sense of events impeded by dominant 
narratives which reduce agency, choice and independence (Holma & Aaltonen, 1997). 
Bassman argued that people experiencing psychosis are often viewed as being less 
capable of understanding their ‘condition’ (Bassman, 2000) and are no longer viewed as 
credible narrators of their own life story (Bassman, 2001). This is of relevance as 
research suggests that it is important to examine an individual’s own reflections of their 
experiences (e.g. Larsen, 2004; Geekie, 2007; Geekie & Read, 2009). The dominance of 
the medical model could potentially play a part in presenting some of these challenges 
and this is explored below.
Despite recent improvements to NICE guidelines which now include service user and 
carer accounts, it could be argued that encouraging ‘people with schizophrenia to write 
an account of their iilness in their notes’ (NICE, 2010, p.370) gives little opportunity for 
people to express ideas which might not fit with an illness model. In support of this 
notion, Casey and Long (2003) found that personal experiences and meanings can be 
de-emphasised in relation to symptom descriptions. Furthermore, people who disagree 
that they ‘have’ schizophrenia in the first place, run the risk of being seen by clinicians as 
lacking insight (Roe et al., 2008). This is a potentially risky viewpoint to hold as lack of 
insight has been linked with non-adherence to treatment and poorer outcomes, leading
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to questions over whether it should be included as a specifier for schizophrenia in future 
diagnostic systems such as the DSM-V (Arango & Amador, 2011). Therefore, and in 
order to challenge the assumptions inherent in the medical model, various research 
perspectives have tried to address these issues from different epistemological 
backgrounds. Amongst them, qualitative research has tried to provide ways of paying 
attention to personal and subjective experiences by focusing on them. A brief review of 
these attempts will be presented here.
2.4.2 Qualitative research in psychotic experiences
There has been an increase in qualitative research which pays attention to the first-hand 
accounts of people who have had psychotic experiences. This has included research 
using grounded theory to look into service user accounts of schizophrenia (Barker et al.,
2001), the subjective experiences of madness (Geekie, 2007) and issues around being 
able to make rational choices (Topor & Di Girolamo, 2010). Geekie & Read (2009) 
reported on how a sample of people in New Zealand made sense of psychosis. This 
grounded theory study analysed recorded psychotherapy sessions from 15 people who 
were in therapy with the main researcher, providing insight into how people make sense 
of psychosis during psychotherapy. The authors noted that further research including the 
subjective accounts of psychotic experience was an essential requirement in the quest to 
understand it and to offer hope and assistance to those who may find such experiences 
troublesome.
Other subjective accounts of psychotic experience have been analysed using the 
method of Interpretative Phenomenological Analysis (IPA) to specifically look at recovery 
(Pitt et al., 2003), the importance of relationships (Redmond et al., 2010) stigma (Knight 
et al., 2003) and hope (Perry et al., 2007). It has also been used to compare experiences 
of paranoia in clinical and non-clinical samples (Campbell & Morrison, 2007) and to 
investigate the onset of delusions (Rhodes & Jakes, 2010). The question of how people 
negotiate making sense of psychotic experiences has not been specifically addressed 
using a phenomenological approach.
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It has been suggested that phenomenological methods which explore the subjective 
accounts of people with psychotic experiences are important in furthering our knowledge 
and comprehension of such experiences (Judge etal., 2008). Additionally, Knight and 
colleagues (2003) noted that clinical practice can benefit greatly from further exploration 
using first-hand accounts to aid clear explanations for the multifaceted nature of 
psychotic experiences. They specifically highlighted the benefits of using IPA to facilitate 
this process. Finally, despite the increase in qualitative research, it has been stated that 
in relation to the plethora of research into psychotic experiences, only a small proportion 
pays attention to the subjective experiences of those involved (Calton et al., 2009). The 
gap in the research literature of subjective accounts and the more specific gap 
concerning how people make sense of psychosis led to the current research being 
undertaken. The rationale will now be fully outlined.
2.5 Rationale for current research
2.5.1 Personal, methodological and research reasons for a qualitative approach
It has been suggested that a researcher’s epistemological and methodological 
commitments dictate which research method they will use (Willig, 2001) and as such, I 
will outline mine here. This will provide my rationale for using a qualitative approach and 
explain how I came to identify the most appropriate method to use. It will also illustrate 
the ‘fit’ between the research question, my perspective, the use of my chosen method of 
data collection and data analysis and the eventual analysis as a demonstration of the 
coherence of the research. This has been suggested as being one way of demonstrating 
credibility in qualitative research (Yardley, 2000; 2008).
In what could be deemed a crude distinction, the epistemological position of quantitative 
approaches is generally a positivist one, purporting that objective knowledge can be 
gained through scientific investigation, whereas qualitative approaches share an 
underlying concern with how people grasp their world (Ashworth, 2008). As outlined in 
my position statement, I have always valued perspectives which consider how 
individuals experience their world. This has naturally steered me towards utilising 
qualitative approaches
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Methodologically, it has been suggested that qualitative research is particularly 
appropriate when the area of interest is characterised by complexity, ambiguity and lack 
of prior theory and research (Richardson, 1996). Additionally, qualitative methods have 
been described as being suitable to understanding complex phenomena and the 
meanings which individuals make of events within their social context (Barker et al.,
2002). This research wanted to engage in an in-depth way with people’s complex 
experiences, with a focus on how people had made sense of them, and therefore a 
qualitative approach was deemed to be most suitable.
Additionally, and as outlined above, it has been suggested that the subjective 
perspectives of people experiencing psychosis in research will further our understanding 
of the phenomenon (e.g. Knight etal., 2003; Geekie & Read, 2009). Finally, it has been 
noted that in comparison to the large body of research into psychosis, these first-person 
perspectives are relatively scarce (Calton et al., 2009).
2.5.2 Aims, objectives and the research question
This research had two main aims: a primary aim was to offer an in depth analysis of how 
people negotiate the task of making sense of their psychotic experiences. A secondary 
aim was to be able to use the insights gained to offer potentially useful information to 
those who work in mental health services who may be in the position of assisting people 
in this task. These aims were well delineated and worked towards achieving the 
objective of the research which was to add to a qualitative body of literature on 
psychosis. This is important as the subjective accounts of people who experience 
psychosis can be ignored or de-valued as outlined earlier. This makes their incorporation 
into interventions potentially challenging for mental health professionals who have been 
reported to struggle to incorporate subjective accounts with their medical and evidence- 
based interventions (e.g. Roberts, 2000).
Having no predetermined hypothesis led to the broad research question: How do people 
make sense of their experiences of psychosis? This study assumed a link between 
speech, cognition and behaviour.
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To answer it, a phenomenological approach was employed as implicit in this research 
question was an assumption about what the gathered data would reveal (Smith et al., 
2009). Wanting to understand ‘how’ people made sense of their psychotic experiences 
assumed that any data gathered would shed light on the subject. Phenomenological 
methods such as interpretative phenomenological analysis (IPA) are concerned with the 
in-depth exploration and interpretation of an individual’s lived experience and how they 
make sense of that experience.
2.5.3 The interpretative phenomenological analysis approach (IPA)
IPA has its epistemological roots in three areas of philosophy; phenomenology, 
hermeneutics and idiography (Smith etal., 2009). Phenomenology focuses on accessing 
people’s lived experience, whilst hermeneutics stresses the importance of interpretations 
for understanding that experience. Idiography, meanwhile, argues for a focus on the 
particular as a starting point for understanding, with the assumption that delving into the 
particular can bring us closer to the universal (Warnock, 1987; cited in Smith etal.,
2009).
IPA assumes a link between speech, cognitions and behaviour (Smith, 1996) which fitted 
with the assumptions of this study. The aim of IPA is to explore in detail how individuals 
make sense of their personal and social world (Smith & Osborn, 2008). However, it is 
acknowledged that access to another persons experience is always complicated or 
influenced by our own prior experiences and assumptions. What is described here is the 
double hermeneutic where participants are trying to make sense of their world while the 
researcher is trying to make sense of the participants making sense of their world (Smith, 
2004). IPA's acknowledgement of this double hermeneutic means that the knowledge 
which is produced is reflexive as the researchers position is accepted as having 
influenced the findings (Willig, 2001).
As an alternative, grounded theory (GT) (e.g. Glaser & Strauss, 1967) could have been 
considered. However, the GT approach attempts to identify the social structures and 
processes that account for a given phenomena (Burck, 2005). Rather than investigating 
these social structures, this study aimed to gain ‘insider perspectives’ into experiences
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and individual meaning making (Eatough etal., 2008). Methods such as Discourse 
Analysis (e.g. Potter & Wetherall, 1987) did not fit with the assumptions in this study 
since they do not assume a link between speech, cognition and behaviour, but see 
language as a way of constructing reality rather than reality ‘existing’. Phenomenology is 
interested in the nature or essence of the phenomena (Willig, 2001) and I wanted to 
utilise this approach to enhance the understanding of the phenomena of making sense of 
psychotic experiences. I will now describe the research approach to data collection and 
data analysis.
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3. Method
3.1 Participants
In line with IPA's idiographic approach, a small, purposively selected sample was used. 
Purposive sampling considers the parameters of the population under investigation and 
seeks out a setting where the processes being studied are most likely to occur 
(Silverman, 2010). In this case, an Early Intervention in Psychosis Service (EIPS) was 
identified as being an appropriate place to find people who were experiencing the 
phenomena which I wanted to investigate. So as to ensure the research question was 
meaningful to participants, a homogenous group was required (Smith & Osborn, 2008). 
How homogeneity is defined is often determined by the particular study (Smith, et al., 
2009). In this instance, the group was homogenous in that all participants had sought 
help for their experiences of psychosis from the EIPS within the last two and a half years. 
Five participants were interviewed and included in the study, in line with small sample 
size recommendations for conducting professional doctorate research (Smith, et a!., 
2009).
3.1.1 The EIPS -  demographics and ethos
The EIPS covers mixed rural and urban areas with a ‘very low’ to ‘average’ level of 
deprivation. Life expectancy at birth is either in line with or above the national average. 
The population size is approximately 780,000 and the team have a caseload target of 
275. There are a range of ethnic and social backgrounds in the demographic makeup of 
the people who are referred. The team are multidisciplinary and offer one-to-one talking 
therapies including cognitive behavioural therapy (CBT) as well as practical help with 
housing, benefits and finances. They support people in getting back to work, studies and 
other social activities and also work with friends and families. Low doses of medication 
are used to ‘help reduce the frequency, intensity and distress associated with unusual 
experiences’. This is offered with the opportunity to discuss options with a Doctor and the 
Pharmacist from the team.
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3.1.2 Recruitment and Inclusion
A presentation was given to the EIPS explaining the study and outlining inclusion criteria. 
Care co-ordinators explained the study using the participant information sheet (Appendix 
A). People were given at least 24 hours to read the sheet before being asked if they 
wished to partake. The consent form (Appendix B) was completed in the interview room 
once participants had been given the opportunity to ask questions about the study.
The inclusion criteria stated that participants:
a) were over the age of 18
b) were able to speak English
c) had sought help from the early intervention service within the last 2 % years
for experiences which could be described under the umbrella term of
‘psychosis’
Diagnoses are not necessary for people to receive a service from the EIPS, since they 
work with people who are distressed by their experiences but not necessarily labelled as 
having a particular ‘illness’. For this reason, no particular diagnosis was stipulated in the 
inclusion criteria.
The age limit was imposed so as to avoid further ethical considerations surrounding 
obtaining consent from minors. The time since first contact with services was set at 2 % 
years so that there had been some opportunity for participants to think about their 
experiences which were not so long ago to make recalling difficult. Since interpreters 
were not available, being able to speak English was a requirement.
3.1.3 Participant demographics
Four females and one male were interviewed. Their ages at the time of interview ranged 
from 21 to 35 with a mean age of 27.6 years. At the time of interview, participants had 
been in contact with the EIPS for between 14 and 27 months with a mean of 21.4 
months. Ethnic origins given included Asian British-lndian, Asian British-Pakistani, 
Mixed-any other mixed background. White British and Chinese (born in UK). At the time
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of interview, four were not in paid employment or education and one was working part 
time in an administrative role. Presenting such details without specific reference to which 
participants they relate to, reduces the likelihood that participants will be identifiable. 
Pseudonyms were also given to further protect anonymity.
3.2 Procedure
In order to compile rich, detailed accounts of experiences of psychosis a semi-structured 
interview was employed. Semi-structured interviews offer the opportunity for participants 
to follow their interests and not those of the researcher. The researcher is flexible to 
remain open to discussions which may not have been expected or covered by the 
interview schedule. This is important since I PA requires the researcher to come from a 
position of uncertainty about what the phenomena is like so as to remain interested in 
people’s subjective and personal experiences.
The interview schedule (Appendix C) was constructed following an initial reading of the 
literature pertaining to psychotic experiences. It used open-ended, non-directive 
questions in an attempt to enter into the life-world of the participant (Willig, 2001). The 
schedule consisted of six questions, with corresponding prompts. This was in line with 
the suggestion that between six and ten open ended questions will generally lead to a 
discussion of between 45 and 90 minutes (Smith et al., 2009).
Interviews were conducted in NHS clinic rooms which provided privacy and a quiet 
environment. The interviews lasted between forty minutes and one hour and fifteen 
minutes. They were recorded and transcribed verbatim before being analysed using the 
guidelines outlined in the ‘analysis’ section below.
3.3 Ethics
3.3.1 Ethical approval
Ethical approval was sought and granted by the University of Surrey Faculty of Arts and 
Human Sciences Ethics Committee, the Sussex Partnership NHS Trust R&D
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Department and the NHS Ethics Committee. All approval letters can be found in 
Appendix D.
3.3.2 Ethical considerations
“Qualitative researchers are guests in the private spaces of the world. Their manners 
should be good and their code of ethics strict” (Stake, 2005, p.459). Ethical 
considerations included ensuring informed consent, providing the right to withdraw from 
the study, offering the right to privacy and making every attempt to protect anonymity. In 
terms of harm, it was important to remain sensitive to the possible consequences of 
taking part in the study, considering its focus on discussing upsetting experiences. Care 
co-ordinators were made aware of when people were taking part in interviews and 
participants were reminded that they could call on the team should they experience any 
distress as a result of talking to me. An unrecorded opportunity to de-brief with myself 
was provided at the end of each interview.
3.4 Analysis
IPA is not a prescriptive method and existing guidelines emphasise the flexibility that 
allows the researcher to adapt it in the most appropriate way according to their particular 
research aims. For this study, I made use of two sets of guidelines (e.g. Smith, 1999 and 
Smith et al., 2009). I chose to fully analyse one transcript before moving on to the next 
and starting the process anew for each one. Once this was complete I looked across 
transcripts for similarities and differences which allowed me to produce the master table 
of themes for the group. The process is outlined in detail below, the transparency of 
which provides further support for the credibility of the research (Yardley, 2000; 2008).
The first stage involved detailed reading and re-reading of the transcript, during which I 
made notes in the left margin. These notes included associations or connections that 
came to mind, summaries of what was being said, contradictions which I had noticed or 
tentative interpretations. The second stage included noting in the right margin the more 
abstract themes which reflected my interpretations (a section of annotated transcript can 
be found in Appendix E).
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The next stage involved an attempt to introduce structure to the list of themes produced 
from the right margin notes. Whilst examining the list, I thought about the list of themes in 
relation to one another and clustered according to meanings or connections which 
existed between them. The clusters of themes were then given descriptive labels which 
captured their essence. It was important to return to the data to make sure that the 
clustering of themes remained true to the primary source. I then produced a master table 
of themes with quotations that illustrated each one.
Once this process was complete for the first transcript, it was repeated for all subsequent 
transcripts. Although I had chosen to analyse each transcript individually, I can not deny 
that the interpretations I had made for previous transcripts probably influenced the 
reading and interpreting of the ones that followed. However, to ensure that I was not 
merely imposing themes onto the material, I thoroughly checked each theme with the 
raw data from which it had been identified. Additionally, Smith advocates two 
approaches to analysis, one being the process I had engaged in whilst the other is to use 
the master table of themes from the first transcript to look for more instances of identified 
themes in subsequent transcripts whilst staying open to identifying new ones. In reality, 
my style probably incorporated both of these approaches to analysis and reflected the 
non-linear process I was engaged in. My realisation and acknowledgment of this 
demonstrates that I had taken the reflexive approach needed to conduct IPA research.
Finally, once a master table of themes was produced for each transcript, themes were 
compared across transcripts. This process involved thinking about all themes in relation 
to each other and looking to identify any that had shared meanings with a view to 
incorporating these into larger overall themes. Where repetition had occurred, themes 
would be merged. It was important to keep returning to the transcripts to ensure that 
themes were grounded in the data. This stage of analysis produced shared themes 
which captured the essence of participants’ experience of making sense of their 
psychosis.
The iterative process of analysis continued as I began the written narrative of the results 
section. I returned again to the transcripts at various points, re-reading to check for 
‘goodness of fit’ with the overall data and themes. I construed this as lived experience of
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the hermeneutic circle which is concerned with the dynamic relationship between the 
part and the whole at a series of levels (Smith et al., 2009). To understand any given 
part, I looked to the whole and to understand the whole, I looked to the parts.
3.5 Credibility of the research
The question of using a set of guidelines to evaluate qualitative research has been 
debated. Some suggest that a set of criteria is needed, whilst others have argued that to 
implement guidelines is to subscribe to a more positivist position which is at odds with 
qualitative research approaches (Dixon-Woods et al., 2004). As Dixon-Woods and 
colleagues note, however, the valuable contribution that qualitative research can make is 
being increasingly recognised and with that, the need to ensure quality is an important 
consideration.
Quantitative evaluative criteria are heavily focused around how well researcher ‘bias’ has 
been limited (Lyons & Coyle, 2007). In opposition to this, qualitative approaches 
acknowledge the role of the researcher as being present from the start of the process. 
Therefore, alternative, more appropriate criteria have been developed. This research 
followed the broad set of principles produced by Yardley (2000; 2008):
Sensitivity to context
Participant’s perspectives:
The use of open ended questions offered participants maximum opportunity to tell their 
version of events without being constrained by my own preoccupations or assumptions 
about what might have been important to them in their sense-making journeys.
Socio-cultural setting and position of participants:
An awareness of the context of the interviews and an acknowledgement of the possible 
power imbalance that was at play was demonstrated in my research notes. Noting my 
emotional responses and reflecting on their origins alerted me to aspects of the 
interpretative framework which I brought to the process (Storey, 2007). I also 
demonstrated sensitivity to the socio-cultural context and position of participants. For
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example, one participant brought her mother into the room, something which I 
acknowledged as having a potential impact on what she may have felt able to say.
Coherence and transparency
Transparent methods and data presentation:
My provision of a detailed description of the analytic process and the suitability of 
method in line with the research question has been reported. In addition, the data 
presented in the results section includes sufficient quotations to demonstrate how 
interpretations were reached. Yardley highlights the incompatibility of strict inter-rater 
reliability checks in interpretative research due to the inherent subjectivity of the process. 
However, in an attempt to ensure that interpretations were sufficiently grounded in the 
data, I took the opportunity to share them with a fellow researcher. We swapped 
examples of transcripts and provided our overall master themes. We then fed back 
where we were able to identify instances of the themes in the transcripts.
Commitment and rigour
Depth/breadth of analysis 
In presenting the analysis of my participants, I went beyond merely relaying what they 
had said and offered interpretations about the processes they were describing in their 
accounts. This ensured that my analysis had depth to demonstrate a commitment to the 
research and rigour in the conducting of it. I duly paid attention to individual accounts 
before highlighting any similarities and differences between participants. This ensured I 
was not merely ‘scanning’ the accounts but engaging with them in an in-depth way. In 
addition, I sent drafts of my analysis to two supervisors, with expertise in both using IPA 
and in working in the areas of psychosis so as to explore evidence for themes. The 
decision was taken not to share the analysis with participants as it was felt that this 
would undermine the interpretative assumptions which underpin IPA. I also attended an 
IPA group at university to aid me in developing particular IPA skills, demonstrating both 
commitment and rigour.
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3.6 Reflexivity
It is important to note that the research findings which are reported below have been co­
constructed between the participants and me and as such, my prior experiences, beliefs 
and knowledge will have inevitably played a part. Furthermore, the reflexivity 
demonstrated in this section adds to the credibility of the research (Yardley, 2008). 
Acknowledging my position as the researcher and the impact that this could potentially 
have on the process was important in terms of maintaining coherence and transparency. 
To this end, I took part in an interview with a peer researcher to investigate my relevant 
prior experiences, assumptions about the topic under investigation and what I hoped to 
achieve by carrying out the research.
This was a helpful process in forcing me to think explicitly about some of the biases I 
would need to be aware of as I proceeded. It identified that I carried with me the 
assumption that making sense in some way was important for people who experienced 
psychosis. This alerted me to the fact that I may have the potential to identify with certain 
stories (i.e. ones where sense had been made) more than others. It also made me aware 
of the potential for over-identifying with anyone who may have made sense in a way that 
might have resonated with me. The interview was supplemented by detailed notes which 
I kept at all stages of the research process, and which aided understanding in how some 
interpretations were reached. A more detailed reflective account exploring the position I 
took and how this influenced the undertaking and findings of the research is included in 
Appendix F.
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4. Results
4.1 Overall summary:
This section provides a rich account of participants’ experiences. Results are supported 
throughout by excerpts from original transcripts. Findings are based on one possible 
interpretation of the data as IPA recognises that due to the double hermeneutic, the 
knowledge that is produced will have been influenced by the researchers position (Willig,
2001).
The accounts given by participants in this study regarding their experiences of psychosis 
were complex and multi-layered. Making sense was a two-pronged process for 
participants: people were making sense of who they were as well as making sense of 
what had happened. Their attempts to make sense of their psychotic experiences were 
being carried out in the midst of losing, maintaining or developing a sense of self or a 
sense of identity. Participants were observed to be at different stages of their experience 
and their ideas about what had happened or what was happening alternated between 
being more or less fixed, and could change within an account as well as differing across 
them.
Their descriptions were of different journeys but along one road: ‘the long road of 
psychosis’. This description of the process of making sense of psychotic experiences 
originated both from participants’ evocations of journeys as well as my own 
interpretations. For example, Sarah hoped that the research would help others ‘in their 
journey’ after she had described her own, and Rachel’s use of metaphor when speaking 
of mental health professionals getting ‘into my shoes’ conjured up images of journeying 
through the experience. My research log during the analysis stage noted that for me to 
understand the accounts, which could be confusing and complex at times, it was going to 
be a ‘long and winding road’. Once analysis was complete, it seemed that my journey to 
understand the accounts had somehow mirrored the participants’ own journey to 
understand their experiences of psychosis.
The ‘long road of psychosis’ therefore is a way to describe the ongoing process of 
making sense of psychotic experiences. The two super-ordinate themes from analysis of
133
the data were; impact on the self and living w/ïh and living through the experience. Table 
1 shows these with their corresponding subthemes.
Table 1: Showing super-ordinate and sub-themes
Impact on the self
Subtheme 1 Loss of independence -  “1 don’t want to be locked up in a mental 
health institute, a mental health unit you know?”
Subtheme 2 Sense of vulnerability ~ “\ became like a baby or a small child”
Subtheme 3 The self in relation to others -  “1 don’t like people to necessarily 
know about it”
Living with and living through the experience
Subtheme 1 Struggling to understand -  “confusing yeah, definitely confusing 1 
mean 1 even went to the police about the incident”
Subtheme 2 Identifying triggers -  “it was due to stress and anxiety and 
overwork”
Subtheme 3 Continuing to ask questions -  “I’m still a little unclear of what a 
first episode psychosis illness is”
Subtheme 4 Recovery is ongoing -  “it is just kind of learning how to deal with 
it”
Four of the participants described detailed processes of how they had tried to, or were 
trying to, understand what had happened whilst one participant, Nina, had chosen not to 
think too much about her experiences, claiming that ‘it’s past, it’s gone yeah that’s it’.
The box below indicates the transcript notation I have used based on those in Smith et al 
(2009, p.119).
Transcript notation used in quoted extracts:
... significant pause 
[ ] material omitted 
[her parents] explanatory material added
134
4.2 Super-ordinate theme one: Impact on the self
‘yeah the episode was sort of like, it was like, you could say like an awakening” 
(Sarah)
The experiences that led each person to come into contact with mental health services 
were reported by participants as a disruption to the trajectory of their lives. Whether this 
was ultimately seen positively or negatively differed, but each person reported having 
lived through something which had impacted upon their life outlook and their self- 
concept. Their independence was challenged, vulnerabilities highlighted and 
relationships altered, both with themselves and with others. This theme therefore 
encapsulated the process whereby participants attempted to make sense of who they 
were, through questioning their prior beliefs, wondering who they were in their own eyes 
and who they were through the eyes of others. The subthemes which describe these 
intrapersonal and relational factors are developed fully below.
Loss o f independence
The experience of being detained In a mental health hospital constituted a loss o f 
independence in multiple ways for the participants who had experienced this. Decisions 
were made about them, ‘they shipped me down here’ (Toby), and also for them ‘they had 
started my medication’ (Sarah). To find oneself suddenly under the control and influence 
of others made this aspect of losing independence a very literal one. Being detained held 
different meanings for different people. For Nina, it was confirmation that something was 
‘wrong’:
‘when I was in hospital I tried to think oh I am ill, I do wrong things in my illness’
For Toby and Sarah, however, the physical boundaries imposed on them through a 
hospital stay initially provided an opportunity to feel safe, to rest and to be taken care of:
7 found the pace of my life slowed down immaculately [ ] just  sitting in a hospital 
just sort of like eating, sleeping, bathing and just a general things of survival 
really’ (Sarah)
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These descriptions conveyed the sense that in the midst of such powerful experiences, 
the human needs which they were driven to fulfil were stripped down to the basics of 
physiological survival and feeling safe. Despite the safety, however, participants 
described conflicting feelings about detainment. On recalling his detainment in mental 
health hospitals, for example, Toby seemed to be caught in a position of cognitive 
dissonance (Festinger, 1957). He did not want to be detained, but is forcibly held and 
therefore concedes that it was probably the safest option:
‘it was a bit annoying not being allowed out but then had I been allowed out I 
might have ended up running off somewhere’
Toby seemed to have internalised some of the portrayals that are in the public sphere 
surrounding the unpredictability of madness. His assertion that ‘they didn’t know what I 
was likely to do’ placed him in the position of contemplating that he might be that 
‘unpredictable’ person. In order to ease the uncomfortable position of holding two 
conflicting beliefs ‘I am not unpredictable but people are insinuating that I am’, he 
adopted the view that he did have the potential to be unpredictable:
‘it’s probably for the best they didn’t let me out. I would have wandered off again 
because of the voices sort of what do I do? I don’t want to be locked up in a 
mental health institute, a mental health unit you know?’
Similarly, Sarah spoke about not wanting to stay in hospital but forcing herself to on the 
recommendation of the doctor. This handing over of responsibility reflected the 
participants’ belief that they lacked the ability to judge what might be best for themselves. 
This loss of confidence in one’s own sense of agency was described in the extreme 
when at one point during his interview, Toby used a powerful metaphor to describe 
mental health hospitals as places where:
‘they all walk around in there like zombies’
And again.
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‘people kind of tend to look like they’re walking around a bit zombified’
A zombie can be described as someone who ‘appears to be lifeless, apathetic or totally 
lacking in independent judgement’ (Collins English Dictionary). This metaphor evoked 
images similar to those enacted in the film ‘One Flew Over the Cuckoo’s Nest’, in which 
many inpatients appeared to be lifeless and where Jack Nicholson’s character ends up 
‘beaten’ by the system.
For Toby, despite distancing himself in the metaphor by talking about ‘people’ rather than 
him personally, it may have been a way of describing himself or how he may have 
believed himself to have been viewed by others when he was detained -  as someone 
who lacked independent judgement and appeared apathetic in his seemingly passive 
acceptance of decisions made for and about him.
Echoes of passivity in accepting professionals’ judgement were found elsewhere. 
Although not in a hospital setting, Samantha described the experience of having to bare 
all to strangers who ‘write down what you say'which she interpreted as being necessary 
for receiving treatment from professionals who:
‘diagnose you as such and give you what medication you need [ ] and to judge 
me from where I am now’
The idea that mental health professionals have the power to objectively ‘judge’ and 
‘diagnose’ can be construed as the reification of a person, i.e. the generalisation of a 
process or relation into an abstraction or a ‘thing’ to be treated (Calton, 2010). This in 
itself could signify the loss of independence in the sense of being seen and treated as a 
person no longer capable of judging their own thoughts.
Also, according to the accounts given, independence was lost in more subtle ways. 
Needing others to step in, to help in ways that they would not have needed to before, 
was described by a number of participants:
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‘you can’t do things you thought you could...and you think why do I have to do all 
this and why do I have to get someone to walk me home’ (Samantha)
Additionally, not being able to fulfil previously held roles was another facet of losing 
independence. Either not being able to work or carry out duties which had previously 
formed a part of who they were inevitably shook their self-concept as they saw 
themselves, at this point, as people who ‘could not’ or ‘can not’. For Toby this was 
manifest in his belief that working would not be possible for him:
‘I’d rather not be on benefits but I am on benefits because in reality I couldn’t go 
to work and hold down a job’
For Nina, a family member stepped in to take over all of Nina’s roles in the home:
‘when I was ill she saw me, saw what is happening and she’s very helpful, she 
look after my children, my husband, my home’
For Samantha, part of her identity prior to the beginning of her experience of psychosis 
had been that of being a social being which had now been changed:
7 loved socialising and going out with all my friends [ ] and now I can’t do it’
Experiences such as detainment, reliance on others, the loss of previously important 
social roles and being at the mercy of others’ decisions were also linked to participants’ 
sense of vulnerability.
Sense of vulnerability
The link between vulnerability and independence was two-way. For some people, losing 
independence heightened their sense of vulnerability. For example, Samantha’s loss of 
independence, illustrated by her description of not being able to ‘do anything I just stay at 
home’, seemed to feed into her perceived sense of vulnerability in her description of 
having to ‘be careful what I do and what I don’t do now because I don’t want to go any 
lower really’. For others, feeling vulnerable led to losing elements of independence such
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as in Rachel’s description of feeling vulnerable through persecution at work leading to 
her leaving her job and Sarah’s description of her sense of vulnerability leading to her 
leaving University.
On another level, a sense of vulnerability was relayed through descriptions of losing a 
sense of who they were. For example, at one point during her interview, temporal 
changes in her description seemed to reveal that for Samantha there may be a deeper 
ongoing psychological battle. In one particular exchange, she described herself as 
‘anxious’ and ‘scared’ about going out. In relating this to who she is as a person, she 
asserted that:
‘I’m never like that, I was very bubbly, outgoing person’
‘I’m never’ indicated that a part of her still identified, in the present tense, with the 
stronger, sociable image of herself -  the one who was not scared or anxious about going 
out. The temporal change to 7 was’ indicated the struggle that Samantha was having in 
reconciling the loss of her identity as a sociable, confident person with one which was 
characterised by fear and vulnerability. This battle was evidenced elsewhere in 
Samantha’s account by similar temporal changes in descriptions of herself. For example, 
here she used the word ‘are’ instead o f ‘were’:
‘it’s hard to think you’re such a different person to who you are’
Losing a sense of who they were in relation to vulnerability was described by others in 
different ways. For some participants psychosis was spoken about like a type of 
regression. Here, a sense of vulnerability was explicitly described through the 
metamorphosis of becoming small or childlike:
‘going from that stage where I felt invincible to how I felt at that time very weak, 
vulnerable [ ] I almost became like a baby or small child really’ (Sarah)
In turn, this sense of being ‘small’ and vulnerable impacted upon what participants felt 
they were able to do:
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7 felt very small in terms of what I could do and how far I could go. I felt very 
constricted and vulnerable and erm not myself’ (Rachel)
For others, a sense of vulnerability was implicitly relayed in descriptions of the fear they 
felt for their own safety:
‘thought that I was maybe being threatened and potentially could be attacked’ 
(Rachel)
The questioning of whether there was real danger in store could heighten this sense of 
vulnerability as Toby described the ongoing potential threat hé felt under:
‘am I in physical danger as well as er psychological danger you know?’ (Toby)
The self in relation to others
Descriptions of relationships that had been altered were found in all transcripts. The self 
in relation to others reflected a number of challenges in terms of how the participants 
conducted relationships and also how they evaluated themselves comparatively to 
others or with themselves prior to their experiences of psychosis. These evaluations and 
comparisons highlighted the difficulties in maintaining a recognisable or coherent sense 
of self. Communicating and relating to others was described as being more difficult as a 
result of their unusual experiences. For some, this was due to the psychotic experiences 
themselves dictating whether participants could communicate with others:
7 stopped using facebook, I stopped using my mobile, erm I became very specific 
in who I chose to go out with but I hardly ever went out’ (Sarah)
Sarah’s experiences of feeling persecuted and suspicious that people were trying to 
harm her narrowed down her social world, and in a similar vein Toby described how:
‘they kind of asked me not to talk to people about it that’s one of the things the 
voices said as well you know’
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Here Toby relayed how the voices he heard told him not to speak to other people about 
them. In addition to this explicit command, there was also the inherent difficulty in 
communicating when the continuous voices proved to be distracting:
7 wouldn’t have been taking it in because I’m listening to all this other stuff going 
on'(Toby)
Related to this were participants’ descriptions of the difficulties in finding ways to explain 
to other people how different and confusing their current reality was. This gave an insight 
into how isolating the effects of not being able to communicate could be:
7 couldn’t express to my parents what happened, how I felt [ ] my friends they 
were like there for me but they couldn’t really see, they didn’t really understand 
what I was going through because I couldn’t express it to them’ (Sarah)
For Toby, not only did he talk about the difficulties in finding ways of describing what had 
happened to him, he also talked about the added challenge to relationships when family 
members potentially could not take in what had happened to their loved one:
‘family can’t understand plus in some ways they don’t want to you know, it’s 
probably difficult for them to take on board’
For others, there was the related issue of not being believed by those that they confided 
in:
7 did talk quite candidly about what I was hearing with some of my friends and I 
remember them saying ‘oh I really don’t think you’re hearing that” (Rachel)
This ‘invalidation’ (Geekie & Read, 2009) has the potential of impacting negatively on a 
sense of self or identity.
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For Samantha, the difficulties in relating to her friends were juxtaposed with the ease 
with which she could communicate with her care co-ordinator, which seemed to offer her 
a sense of being accepted:
‘she understands you it’s just like everything you say to her she knows, and it’s 
not weird for her to hear it whereas if I talk to someone else they’re like ‘ooh I 
don’t know”
Whereas Rachel shared Samantha’s sense of being able to be transparent with mental 
health professionals, Toby’s description of talking to services was different in that he 
described censoring his story:
7painted it to them as best as I could...I didn’t want to tell them everything coz I 
was really worried about being put in a strait jacket and a padded cell and never 
allowed out again’
This censoring was related to the added social stigma attached to what he was trying to 
describe. The impact that stigma had on how participants related to others was 
described in different ways. For Toby, the stigma was almost like a visible marker that 
set him apart as different from others. This description of the stigma being ‘on’ him was a 
powerful reminder of the stickiness of labels and the malignant social psychology (e.g. 
Kitwood, 1997) that exists to keep people from being viewed as equals in society:
‘some people think now for want of a better term, Toby’s gone schizo so that is a 
stigma and it will be on me’
Concern about the stigma they may face through how they would be viewed through the 
eyes of others was shared by other participants:
‘to say to someone you hear and see things they kind of go ‘oh right ok’ [ ] look at 
you as if you’re completely abnormal and it’s not very nice’ (Samantha)
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As a result of the acknowledgement of the marginalisation they were already facing, 
some participants attempted to distance themselves from those who were deemed to be 
worse off. The stigma of ‘schizophrenia’ as a label evoked strong desires not to be 
viewed through that particular lens. Toby repeatedly stated that whatever his difficulties 
were, he did not ‘have’ schizophrenia:
‘for some people, they’ll say Toby has got schizophrenia, I haven’t got 
schizophrenia [ ] I said I haven’t got schizophrenia [ ] it’s not really schizophrenia’
Likewise, Rachel doubted that her difficulties were due to schizophrenia, which she 
described as being a different ‘thing’ to her psychosis:
‘I ’m diagnosed as first episode psychotic illness so it’s not schizophrenia [ ] I 
wonder whether it was, I doubt it was schizophrenia because schizophrenia is a 
more frequent persistent thing erm’
For Samantha, the reassurance that she had not ‘gof schizophrenia allowed her to make 
a social comparison to those who may ‘have’ schizophrenia which left her in a stronger 
position asserting that:
It is good that I haven’t got that [ ] so maybe I’m bad but I’m not that bad which is 
a reassurance’
I was left questioning whether their reluctance to consider that schizophrenia may be 
what they were grappling with, was somewhat related to images and portrayals of 
madness that exist in society, especially if people had no direct experiences of what 
schizophrenia might be. In Samantha’s case, she did talk about a personal connection 
through a friend who ‘knows someone with schizophrenia’ and was left with the 
impression that it is:
‘such a big thing to go through and have for your life, and to know I haven’t got it 
is a good positive thing’
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This downward comparison with others was not necessarily limited to those with 
schizophrenia. Toby also acknowledged that others experiencing psychosis may do so to 
an even greater extent than him:
‘somewhere someone is having the experience I’ve had only worse’
These assertions can be seen as ways of achieving or maintaining self esteem by 
positively differentiating themselves from the out-group of ‘having schizophrenia’ or 
having even ‘worse’ psychosis (Janoff-Bulman, 1992). Indeed for Toby, it seemed to be 
an important way of perceiving himself as coping, since he expressed concern that 
others may not have the ‘mental fortitude’ to cope with it.
In addition to fears about social judgement, the self in relation to others was also 
about the notion of being someone who has the potential to cause distress for other 
people or to ‘put them through stress’ as Samantha put it. Participants described a 
reluctance to burden others with their experiences:
‘I didn’t want to burden anyone with it but at the same time, it didn’t seem like any 
other alternative’ (Toby)
Samantha used a metaphor to illustrate how painful it might be for others to hear how 
she really feels:
‘when I’ve spoken at groups and things for everyone it’s kind of gone like a big 
punch in the face to say ‘oh that’s how she feels’
Here, Samantha described the revelation of her private thoughts as being like a physical 
assault on those closest to her. However, she also asserted that this may have the effect 
of increasing understanding on their behalf as she went on to say:
‘you can see in their face they’re like ‘oh she feels like that’ and then they’re like 
‘take care, take care”
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The cumulative effects of the difficulties in communicating and relating to others seemed 
to be that many participants could end up with a sense that ultimately, they were on their 
journey alone, or that true social support may be difficult to come by;
‘basically I have to deal with it myself and come to terms with it myself’ (Toby)
‘It’s really hard to think that you don’t really have that support from your friends’ 
(Samantha)
Sarah’s description gave the impression that despite having people around her 
supporting her, she still felt alone:
‘regardless of the fact that my friends were around me I still felt a little bit sort of 
Isolated’
These claims about ‘aloneness’ can be viewed as ways of perpetuating the belief that to 
be mad is to be different and that people who have not experienced madness can never 
really understand those who have. It seemed to support the dichotomous thinking of 
madness versus saneness rather than the belief that we are all on a spectrum with the 
potential to experience distress of different kinds and to different extents. It brought back 
to me Toby’s claim of the stigma of madness being on him as if experiencing psychosis, 
marks you out in society as a fundamentally different type of person.
It was not only the idea that society may view them differently. Some of the participants 
also gave descriptions about how they viewed themselves as being fundamentally 
different when they were ‘ill’. The concept of illness as difference was identified in 
multiple ways by participants. Some relayed the idea that the behaviour they displayed 
during their experience of psychosis provided evidence that they were unwell, 
highlighted by the comparison that was made once the experience had passed:
‘my behaviour is ok now everything is ok I am a normal person now’ (Nina)
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Similarly, the symptoms of psychosis were accepted as being symptoms of being unwell 
by some participants:
\the voices] er symptoms of the psychosis erm of stress and erm just being 
unwell’ (Rachel)
These descriptions seemed to reflect an acceptance of the medical model’s explanation 
of experiences of psychosis in asserting that it is an illness. Had an acceptance that they 
were or had been ill closed down the exploration of other explanations for the 
participants? Toby, however, had a different view and his account carried a strong theme 
throughout of the belief that there was nothing wrong with him:
Tve never ever ever doubted my sanity and I’ve never ever ever thought there 
was something wrong with me’
And again,
7 never thought ‘m a schizophrenic, I never thought there was something wrong 
with my brain and I’ve never doubted my sanity’
Despite his beliefs that he was sane, he was aware that mental health professionals may 
have had a different opinion, illustrated by his earlier description of censoring his story to 
avoid the ‘strait jacket and padded cell’. This differentiating between illness and wellness 
was also expressed in the notion that illness might strike again:
‘keeping well book which just has a sort of a tool kit of things that will keep me 
well and warning signs of when I’m getting sick’ (Rachel)
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4.3 Super-ordinate theme two: Living with and living through the experience
7 haven’t done anything wrong and there’s no reason I should have to go through 
this but that’s life’ (Toby)
The second theme followed the participants as they tried to understand what had 
happened in their life and as they began to look towards their future. This aspect of 
making sense was also connected to attempting to maintain a sense of self in that the 
exceptional nature of the experiences could set them apart from others. Additionally, 
ways of recovering were bound up with reconnecting or rebuilding a sense of self. There 
was a sense that they may not reach a final destination of understanding as participants 
described individual ways of continuing to recover in a way which made personal sense 
to them. This theme differentiated participants who had come to accept an 
understanding of what had happened, from those who were still baffled by the 
experience. Exploring the subthemes highlights these differences.
Struggling to understand
This was in part borne out of the confusion that participants felt about what they were 
experiencing. Some of the words used in their descriptions relayed the sense of these 
experiences being fundamentally different from anything they had experienced before. 
Samantha talked about how it was ‘weird’ to be ‘seeing and hearing things’ whWst Toby’s 
description graphically conveyed his sense of utter confusion:
‘it became more and more bizarre, more and more obvious that there wasn’t 
anyone there [ ] like being in a real life horror movie, such a bizarre and 
unpleasant experience’
Words like ‘weird’ and ‘bizarre’ were effective ways of communicating how ‘out of the 
ordinary’ the experiences were for people. Toby’s use of metaphor to describe psychosis 
as ‘like being in a real life /7orrormov/e'graphically relayed the terror that can be so real 
for some people experiencing psychosis.
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For some participants, the slow realisation that what they were experiencing was not 
necessarily being shared by others added to their sense of confusion. Toby described 
checking his experiences out with someone:
7 did mention it to one of my neighbours have you heard these noises going on 
here at night, you know, the people out and they said ‘no’, so I said ‘oh’ and I left 
it at that. I was very confused about it, it was very confusing’
Similarly, Rachel described how her initial perception changed over time:
7 wasn’t aware that I was maybe hearing things I thought that I was just hearing 
things like normally (Int: yeah) erm and then it got worse and there were a couple 
of incidences that were really pronounced that made me seek help’
The realisation that something was happening to which other people could not connect 
with served to set participants apart from others. A difference in the ways the participants 
spoke about their sense of confusion became apparent. For Nina, Rachel and Sarah, 
their confusion was spoken about in the past tense:
7 didn’t understand anything’ (Nina)
Whereas for Samantha and Toby, their experiences were spoken about in the present 
tense
‘It doesn’t make sense at all’ (Samantha)
This seemed to reflect the amount of overall sense they had made out of their 
experiences. My research log shed light on this interpretation by highlighting the 
differences in my immediate reflections following Sarah’s interview:
‘the story was coherent and I felt like I was journeying through her experience [ ] I 
felt so pleased that she had found a route out of her confusion and distress’
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As opposed to immediately after Samantha’s interview:
‘my overall feelings about Samantha are that she is still at the beginning of the 
process of making sense [ ] there is a lot of confusion throughout. A lot of 
searching []  a lot of uncertainty. ’
My feelings here about Samantha’s journey so far were further corroborated by the 
following extract from her transcript:
7 feel like I don’t understand it and it’s all it doesn’t make sense, it’s all just, its 
weird and I don’t understand why it’s happened’ (Samantha)
The ongoing battle for Samantha to make any sense at all out of what she had been 
experiencing was also reflected in the way I experienced the analysis of her transcript 
during which I had noted that I felt ‘like trudging through quicksand.’
Identifying triggers
The reigning confusion for some participants about what had happened, or was 
happening, was related to how people had engaged in the process of Identifying 
triggers and therefore developed their understanding about why it might have 
happened. For those who spoke about their struggle to understand in the past tense, 
triggers had been identified and accepted as offering some meaning to their 
experiences. For example, Sarah identified a traumatic event as being the trigger:
‘a very traumatic experience forme [ ] this was the thing that awoke me well 
woke me up, completely woke me up yeah so erm it woke me up in a very 
confusing way’
Following the traumatic event, Sarah’s ‘psychotic’ experiences had become 
overwhelming and she described feeling paranoid that she may come to harm 7 kept 
thinking what if they had put something in my drink, and something could have made my 
heart beat faster’ and talked of how seeing things on television would confuse her ‘things 
on TV. I ’d interpret in a different way’. Despite the experiences becoming more
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distressing, Sarah further mused that the traumatic event had ‘needed to happen’ since it 
had followed a long period where she:
‘couldn’t understand how I was feeling, I had my highs and my lows I wasn’t 
content at all’
For Sarah, this feeling of discontent was related to the pressure of trying to fit in with a 
culture and lifestyle that she had not truly identified with:
‘deep down I knew that’s not really me, that’s not who I really am’
For Sarah then, identifying triggers had given some meaning as to why she had become 
fearful and distressed. Rachel’s description was similar to Sarah’s in that she too 
described a period of time prior to hearing distressing voices as being one where she 
had felt pressure to ‘fit in a bit too much with the culture of the [work place name]’. This 
pressure to fit in led her to dress and act in a different manner to how she would normally 
which she described in the following way:
7 had sort of adapted quite a lot which maybe wasn’t really that natural to me’
Again, Rachel had identified possible triggers which had made her distressing 
experiences understandable for her. Sarah and Rachel’s descriptions of becoming 
‘someone else’ for a period of time prior to their psychotic experiences can be seen as 
offering further support for the notion that identity and a sense of self are of central 
importance when grappling with these experiences.
Although Nina had chosen to engage in less in-depth thinking about what had happened 
due to wanting to put it behind her, she had also identified a trigger which gave her 
experience meaning by making it understandable:
7 realised my sister-in-law talked about me, that’s why it happened [ ] when I met 
her I was alright, I had no Illness, I had no signs of illness. I think the beginning is 
begin there (Int: when you mot her) met her yes’
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For me, these three participants had conveyed important insights into the multiple factors 
which may be relevant to an individual who is trying to understand why they may be 
enduring distressing or unusual experiences. Samantha and Toby’s accounts revealed 
that they were still engaged in an active process of trying to identify triggers. Samantha 
described having time with her care co-ordinator to:
‘see if I had any major like traumatic things in my life and going right back to 
when I was born [ ] to see if  it was stemming from there or if it’s like later on in my 
life or if I’m Just stressed [ ] to determine why I’m having these symptoms really’
For Samantha, there is the feeling of ‘suddenness’ to the onset of the experiences. She 
talked about how ‘it Just kind of happened’ and wondered at the unpredictability of the 
onset:
‘it’s Just bizarre that something like that can happen due to whatever it is that can 
trigger it off’
Toby also talked about how he ‘Just started hearing voices er nearby you know’. He did 
speak of a belief that there must be a trigger, evidenced by his assertion that ‘something 
started it so something can stop it, so there’s a cause, a catalyst somewhere’ and the 
notion that there must be ‘an on-off switch of some description somewhere’.
Continuing to ask questions
The subtheme of continuing to ask questions held more relevance for those 
participants who were yet to identify triggers and were therefore still struggling to 
understand what had happened. However, for the other participants, there were 
instances of asking further questions or claims that they remained open to new 
possibilities coming to light. The processes that Samantha and Toby were engaged with 
in terms of asking questions about what had happened were quite different. For 
Samantha, there was almost passivity to her approach in that she voiced a hope that 
someone else might be able to provide an explanation:
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7 want to meet people [ ] who have had the same so maybe they can explain it to 
me’
Toby took a different approach in his search for answers. He was doubtful of finding 
someone who could provide him with an answer:
‘they [mental health professionals] can’t give me the answers but I don’t think 
anyone can’
He described the ‘black and white process’ of ‘ticking boxes’ in the first CM HT he came 
into contact with as being an unhelpful process and instead, he continued to consider 
multiple perspectives in his quest to find an explanation that ‘fitted’ his experiences:
‘nobody understands it, if you talk to a psychiatrist they’ll tell you a chemical 
Imbalance In the brain [ ] if you talk to a Christian, they’ll tell you you need to go 
to Church and get Jesus or if you go into these spiritualist people they’ll say oh 
yeah I don’t know you need to be exorcised [ ] everybody’s got a preconception 
but I don’t think any of those preconceptions apply fully, I don’t think any of them 
fit the erm experiences perfectly, maybe a bit of both [laughs] maybe It’s a bit of 
all of them’
Toby’s multiple considerations were an interesting insight on his part into the ways that 
meanings can be socially constructed as he mentioned on more than one occasion that 
the explanation you arrive at would depend on who you were speaking to at the time.
Another way of continuing to ask questions was the participants’ questioning of the 
relevance, helpfulness or usefulness of a diagnosis to their sense of understanding. 
Being seen in the EIPS inevitably meant that there was not necessarily a diagnosis 
given, or if there was it could be vague or subject to change. Some participants held a 
belief that a diagnosis could provide more clarity, although there was also ambivalence 
and contradiction surrounding these beliefs. Samantha’s current diagnosis of having 
‘psychotic symptoms’ offered her no explanation:
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‘it just means that I hear things and I see things and that’s it. It doesn’t really say 
anything else about anything, that’s all that means to me there isn’t really 
anything else’
Despite this, however, she felt like a full diagnosis would give her some clarity:
‘If I had a diagnosis it would make more sense and make a bit of I dunno it would 
probably make it more understanding’
This contradiction seemed to reflect Samantha’s overall confusion. Other contradictions 
existed for Samantha including the feeling of not wanting to be treated like a child by her 
parents indicated by her wish for them to ‘stop fussing. I’m not five’ versus her 
description of needing her mother to:
‘take time off work to come and get me to take me from A to B and to be there 
with me to take me home and make sure I’m ok because otherwise I’ll Just freak 
out’.
Samantha’s current task seemed to be one which was dominated by attempting to 
assimilate her confusing experiences into her sense of self, which had been changed.
Some participants talked rather explicitly about their diagnosis being irrelevant to them:
‘If I look back now erm at what the diagnosis was to be honest with you I couldn’t 
care less what I was diagnosed with [ ] its Just a diagnosis, its not the end of the 
world’ (Sarah)
Whilst for others, the value of a diagnosis is questioned:
‘(I. is it helpful to think of it in terms of psychosis?) yeah I think so []  to put a 
finger on what it is, although saying that erm it’s a bit vague to me as well [ ] I 
wonder what Is really was’ (Rachel)
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Recovery is ongoing
The final subtheme concerned with how participants had made sense of what had 
happened to them was how they had taken steps to move forward in a meaningful way 
from the experience. The sense that recovery is ongoing was conveyed in the different 
ways people described this part of the process. There was variance in the ways people 
had construed their recovery. For some, spirituality was important, for others the need to 
understand played an important role, whilst for others still, placing it in the past was 
accepted as the best way to move forward. These differences reflected the individual 
ways that people were continuing to recover and further highlighted the importance of 
tasks such as rebuilding or maintaining a sense of self or identity.
Sarah’s key to recovery had been her reconnection to a spiritual life. She described the 
experience as ‘just the beginning’ and ultimately saw it as positive in the sense that it 
had given her an opportunity to grow as a person:
‘having the experience I’ve had has really helped me sort of to take on more 
responsibilities now, see things from a different angle from I can really feel as if I 
can see the bigger picture now’
For Sarah, there was a sense that her spirituality had helped her in her quest to work out 
who she was in the aftermath of having been changed by psychosis. Her description of 
reading a book ‘about the soul’ was powerful:
‘it Just described everything perfectly to me about who I am, er what my purpose 
is, where I am going and erm it Just kind of like helped me to reconnect back with 
the time where I was doing so well [ ] made me feel as if I could do that again’
Here Sarah highlighted the importance of knowing who she is, discovering her purpose 
and reconnecting to a time when things were going well. These were all things which had 
been ‘lost’ through her experience of psychosis, and the rediscovery of them therefore 
played a pivotal role in her recovery. She described an important aspect of continuing on 
her journey of recovery as the taking up of ‘spiritual goa/s'which she described as being 
her choice that has meant:
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‘so far so good you know nothing has fazed me so far at the moment touch wood’
Sarah had superstitiously touched the table as she was saying ‘touch wood’, offering 
support for the notion that recovery is ongoing since it seemed to insinuate that there 
was a possibility that things could become difficult again and that care must be taken to 
protect herself.
For Toby, his description of only recently being able to talk about his experiences meant 
that a big part of recovery for him was his drive to ‘further the possibilities of 
understanding’. For Toby, recovery or recovering, since this insinuates the ongoing 
nature of such a process, did not mean an alleviation of symptoms since he did not 
believe this to be possible:
7 might feel better about it [if he took medication or found Jesus] but it wouldn’t 
stop the voices’
Toby’s recovering was about becoming more in control of his life. The ways he had 
managed this so far were to have found a medication which helped to regulate his daily 
life by enabling him to sleep and also by talking back to the voices:
‘it’s like I’m starting to get through to them a little bit and they’re starting to go ‘oh 
ok then fair enough’ its like having an argument with a very stubborn and very 
unintelligent person that never ends’
Toby’s perceived sense of control over his voices had a direct impact on his perception 
of how in control he felt of his life. This was also apparent in his admission that he would 
have been unable to speak to me only a matter of months previously due to the powerful 
threats from the voices.
For Samantha, there was a sense that she felt like she was at the beginning of a long 
road, but that there was hope that things would improve for her:
‘I’ve still got some way to go but we’ll get there’
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Her assertion that ‘we’ will get there supported the notion that for Samantha, she was still 
very much looking for others to support her in her journey of recovery. Her description of 
having some way to go depicts the notion of an ongoing process.
On the whole, Nina described putting the experiences behind her. She had declared that 
her future was:
‘very bright because my illness is gone, thank God it is completely gone and now 
I’m feeling alright, thinking alright and look after my children, my home, my 
husband’
The way she had re-established her valued roles in the family home had been pivotal in 
Nina’s recovery and she had no desire to think on it anymore:
‘no I’m not thinking, [ ] it’s past, it’s gone yeah that’s it’
However, I was struck with one of her closing comments that:
‘sometimes I think maybe it will come forme’
This powerful metaphor of psychosis as an entity that could come back for her reminded 
me of Toby’s description of being in a real life horror movie, where the plot generally 
depicts the ‘baddy’ in the story returning for one last attempt to take the ‘goody’ down.
For me, it also echoed Sarah’s superstitious ‘touching wood’ and relayed the sense that 
perhaps they would always be looking over their shoulder for signs of a returning 
‘psychosis’. This wariness also appeared to be shared by Rachel who described aspects 
of her recovery as including reconnecting with her social world and re-discovering things 
she used to enjoy doing:
7 started painting again, yeah, just getting out really’
Sitting alongside these reconnections to her previous hobbies and social life was also 
the idea of vigilance and protection against the return of psychosis:
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‘it does make me a little bit anxious that it was the pre-phase before a big 
psychotic illness because like I don’t want to have a big psychotic illness. But 
apparently with the meds and counselling it’s unlikely that three years dovm the 
line I’ll have a relapse’
These notions leant support to thinking that recovery was not a final destination, but that 
the participants were living with a recovery that was ongoing.
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5. Discussion
This research asked how a small group of people had made sense of their experiences 
of psychosis. The findings showed that making sense of psychosis was a multi-faceted 
task whereby people were not only trying to work out what had happened to them but 
also who they were. The loss and rebuilding of a sense of self was of central importance 
to the participants. This was being done in the context of complex personal and social 
considerations including negotiating relationships and roles and coping with the stigma 
attached to their experiences.
Part two of the literature review will now be introduced so as to illuminate and 
contextualise the findings.
5.1 Locating the findings
The findings can be located within a phenomenological framework that stresses the 
importance of making sense of experiences so as to live a meaningful existence (e.g. 
FrankI, 1967; Radley, 1994; Janoff-Bulman, 1992). The overall picture was that those 
participants who had made more sense of their experiences (Sarah, Nina and Rachel) 
appeared to be further along in their journey than those who were still grappling with 
understanding what had happened to them (Toby and Samantha). This lends weight to 
the importance of making sense of experiences of psychosis as being an important part 
of the recovery process (e.g. Slade, 2009; May, 2004). The finding that Sarah, Nina and 
Rachel had come to different conclusions about what had happened to them and had 
found different ways to move forward demonstrated the individual nature of their 
experiences of psychosis. The similarity between the three of them was that they had all 
reconnected with or reinvented roles for themselves outside the notion of ‘having 
psychosis’. Previous research has suggested that people who are able to see 
themselves as more ‘consolidated’ are able to develop a more stable sense of self which 
results in improvement in their recovery (Mould et al, 2010).
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5.2 Links to existing literature
5.2.1 A disrupted sense of self
The themes in this research related to a number of concepts in the psychosis literature. If 
we understand or view the personal self as a unitary and continuous awareness of whom 
one is (Baumeister, 1998), then the disruptive and confusing nature of psychosis is likely 
to have an impact upon sense of self. It appeared that the disruptive nature of psychosis 
had interrupted this continuous awareness for these participants. Participants described 
not knowing who they were as a result of their experiences as well as relaying ideas of 
duality relating to their sense of self. Losing a sense of who you are or having a dual 
sense of who you are as a result of psychosis has been reported elsewhere (Wisdom et 
al., 08).
Participants described their social worlds and roles being narrowed down by the 
experience of psychosis. Voices which told them what to do (Toby) or experiences of 
persecution impacting upon their confidence to retain roles (Sarah, Nina and Rachel) 
meant that they began to lose self-positions (Lysaker & Lysaker, 2005). Lysaker and 
Lysaker’s dialogical theory of self would suggest that losing the number of self-positions 
a person has (e.g. self-as-daughter, self-as-student, self-as-friend) results in having 
fewer resources available from which to draw strength to reject a delusion or command 
hallucination. It could be argued that Sarah, Nina and Rachel’s descriptions of finding 
ways of re-connecting with roles (e.g. Nina’s role in her home, Rachel’s role in her social 
world) or re-invention of identity (e.g. the importance of spirituality for Sarah’s identity) 
made it possible for them to begin to identify with roles other than ‘self-as-psychotic’.
Toby and Samantha appeared to be struggling with dominant self-roles of ‘self-as-voice- 
hearer’ and ‘self-as-vulnerable’ respectively. The dialogical theory of self as briefly 
described above would suggest that this could be making it difficult for Toby and 
Samantha to see their sense of self as being consolidated, which has been indicated as 
being helpful in recovery (Mould et al., 2010).
The finding in the current research that participants were attempting to make sense of 
who they were, or to reintegrate a coherent sense of self supports the idea that identity is
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disrupted or fragmented by psychosis, a finding which has been reported by a number of 
other researchers (e.g. Sass & Parnas, 2003; Wagner & King, 2005; Geekie, 2007). 
Other interpersonal and relational factors relevant to the idea of a disrupted sense of self 
for the participants in the current research will be discussed below.
5.2.2 The impact of others on a sense of self
Descriptions of losing independence in many ways reflected the notion that other people 
were needed in order to function. Decisions were made on their behalf, basic needs 
were provided for and previously held roles were lost to others. Changes to significant 
relationships with friends and family impacted upon their sense of self, as would be 
suggested by the social-cognitive theory of self (e.g. Andersen & Chen, 2002). This 
theory posits that relationships with significant others impact upon self definition, self 
evaluation and self regulation. For participants, incidences of family and friends not 
understanding what had happened or not being able to take it on board inevitably led to 
changes in self definition and evaluation. The idea that they needed others to take care 
of them as was communicated by those around them through their actions, added to 
their concept of self as being less capable than before. However, it may be that a wider 
impact on their sense of self was due to treatment they received from services and their 
beliefs about what others may think of them. It has been suggested that the reflected 
appraisals of others contribute to the definition of the self (see Swann et al., 2000). 
Therefore, issues such as diagnosis and stigma were also relevant to participant’s sense 
of self. These will be discussed below.
5.2.3 The impact of diagnosis and stigma on a sense of self
Participants’ expressed views on diagnosis were ambivalent. Even within accounts 
where participants seemed to accept the term of psychosis as offering some meaning to 
their experiences, it was also questioned. Seemingly related to this ambivalence was the 
sense that being classified as ‘having’ psychosis was evidence that they were different 
from other people in a negative way. It has been suggested elsewhere that the groups 
we belong to aid us in forming our sense of self and identity (Ellemers et al., 2002). 
Ellemers and colleagues used social identity theory (e.g. Tajfel, 1978) and social
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categorisation theory (e.g. Turner, 1987) to focus on the different conditions under which 
issues of self hood and identity are affected by the groups to which people belong. One 
of the suggestions that Ellemers and colleagues made is that for someone with a low 
level of commitment to a group, being categorised as a member of that group may 
threaten the individual sense of self (p.170). Therefore, it could be argued here that if 
participants were ambivalent towards, or in disagreement with being classified as having 
‘psychosis’ then the very idea of accepting the diagnosis may have served to threaten 
their sense of self. It is also important to bear in mind, however, that for some, a 
diagnosis may offer an explanation, which in the midst of such confusion, may be 
comforting (e.g. Dinos et al., 2004). This was voiced by Samantha who wondered if a full 
diagnosis would give some clarity to her understanding.
Reasons which seemed to feed into participants’ reluctance to be categorised were 
connected to ideas of stigma. Participants spoke of both public and self-stigma (see 
Corrigan & Watson, 2002). They talked about perceptions that friends, family and the 
general public might have of them (public stigma), as well as verbalising ways in which 
they had internalised some of these ideas in their descriptions of themselves (self­
stigma). Previous research has revealed that stigma may influence how a diagnosis is 
accepted (Dinos et al., 2004) and that people may be reluctant to share a diagnosis due 
to anticipated discrimination against such diagnoses (Thornicroft et al., 2009). One of 
the ways in which participants seemed to be attempting to protect their sense of self in 
light of their awareness of stigma, was to make downward comparisons with people who 
‘had’ schizophrenia which most participants explicitly spoke about as being ‘worse’ than 
what they were experiencing. These downward comparisons have been described by 
Wills (1981) as coping-mechanisms to use when feeling threatened and as ways of 
promoting a more positive social identity by Hogg (2003).
From a social identity perspective, being identified as belonging to the group ‘diagnosis 
of psychosis’ served to threaten participant’s sense of self in comparison to the general 
public, but when comparisons were made with the group ‘diagnosis of schizophrenia’ this 
seemed to provide participants with a sense of security and possibly enhanced their self 
esteem (e.g. Ellemers etal., 2002). It has been suggested that when people make such 
social comparisons, it is not necessary to have actual knowledge of specific others but
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rather a willingness to create comparisons that enable us to view our own outcomes in a 
more positive light (Janoff-Bulman, 1992). These strategies could be described as 
creative ways of coping with the marginalisation that participants had experienced.
5.2.4 Resilience and rebuilding a sense of self
Research has suggested that the resilience needed to overcome marginalisation or 
oppression offers the potential for an enhanced and re-invented identity (Kagan &
Burton, 2005). This seemed to hold true for participants in the current study. 
Reconnecting with previously held roles (Nina and Rachel) or rediscovering spirituality 
and finding meaning and purpose in it (Sarah) led to a seemingly more integrated sense 
of who they were. This, in turn, has been linked with recovery (RCP/SCIE/CSIP, 2007).
In contrast, Toby and Samantha were still engaged with trying to re-establish a sense of 
who they were. Toby’s portrayal of himself as someone who was capable of dealing with 
psychosis in the mean time, could have been serving the important function of enabling 
him to cope (e.g. Janoff-Bulman, 1992, p. 122). It can be seen that the impact of others’ 
behaviour and reactions (real and anticipated) impacted upon participants’ sense of who 
they were. Therefore, a major task in their recovery was to rebuild their identity, a finding 
which has been reported by a number of other researchers (e.g. Davidson & Strauss, 
1992; Pettie & Triolo, 1999; Spaniol etal., 2000). Participants described numerous ways 
of attempting to achieve this. The second part of the process they were engaged in was 
making sense of the unusual experiences. Some of the ways in which they had done this 
are discussed below.
5.2.5 Use of metaphors to explain and understand psychosis?
Although this study did not employ a systematic analysis of the use of metaphors, there 
were some which resonated with me in such a way that led me to wonder about whether 
they were serving a particular function for the participants who used them. Lakoff & 
Johnson (1980) described metaphorical imagination as a ‘crucial skill in communicating 
the nature of unshared experience’ (p.232). Toby used a number of metaphors when 
speaking about his psychosis which, for me, were powerful descriptions and gave a 
startling insight into what the experience had been like. For example, when he spoke
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about his psychosis as like being in a ‘real life horror movie’ I had felt shocked and 
moved at what he had been through. Additionally, Samantha’s metaphor of sharing her 
thoughts as being like a ‘punch in the face’ of those around her could be argued to be an 
attempt at eliciting an ‘experiential response...rather than relaying an adjective alone’ 
(see Levitt etal., 2000, p.23). Both Toby and Samantha had managed to give me 
insights into what it is like to experience psychosis in ways that arguably would have had 
less of an impact had they used adjectives such as ‘scary’ or ‘surprising’ for example.
Shinebourne (2010) suggested that the use of metaphors in interviews may signal 
significant episodes where a participant is engaging in expressing and trying to make 
sense of a previously unexpressed or unexplored dimension of experience (p.60). 
Therefore, the metaphors used by participants may have had the dual function of eliciting 
an ‘experiential response’ in me (Levitt et al., 2000) as well as assisting participants in 
their own sense-making ‘in the moment’. The use of metaphors may be particularly 
relevant for experiences of psychosis which are not easily described using everyday 
language (Sayce, 2000) and their potential use in recovery has been suggested (Mould 
et al., 2010). Mould and colleagues reported that the use of metaphors could help people 
in their recovery by enabling subjective realities to become more concrete, potentially 
leading to a more concrete sense of self. Aside from metaphors, other ways that 
participants had made sense of their experiences of psychosis were to have identified 
triggers and to have embarked upon a recovery journey that was helping them to move 
forward. The differences between participants’ abilities to do so thus far and the factors 
that seemed to impact upon the negotiating of these tasks will be discussed below.
5.2.6 Impact of type of onset on making sense of psychosis
Sarah, Nina and Rachel all spoke about their experiences of psychosis in the past tense. 
They spoke about the triggers that they had identified with Sarah and Rachel also 
speaking about the inevitability of their psychosis in light of the events that had led up to 
it. In contrast, Toby and Samantha spoke about their experiences of psychosis in the 
present tense reflecting an ongoing search for triggers and a continuing asking of 
questions. I was left wondering what had made it possible for some participants to find 
meaning in their experiences whilst for others it remained a mystery. Was there
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something different in the way their experiences of psychosis had come about that made 
it easier or more difficult to make sense of?
Rhodes & Jakes (2010) suggested different pathways for the ways in which delusions 
develop. They described ‘multi-episode emergent onset’ as characterised by 
interconnected changes in meaning and experience, whereby people may experience 
events over many weeks or months which cause increasing distress. Both Sarah and 
Rachel described a period of ‘not fitting in’ either culturally or socially in the lead up to 
their experience of psychosis. The idea that experiences of discrimination and ‘not 
belonging’ may increase vulnerability to psychosis has also been identified elsewhere 
(e.g. Bentall, 2009, p. 133). Nina described a period of time where she increasingly felt 
like she was being spoken about until it became overwhelming to deal with. In contrast, 
an ‘eruptive onset’ is characterised by a dramatic moment in time when the delusion 
comes into existence and where prior difficulties may not be spontaneously described. 
This description seemed to fit with Toby and Samantha's experiences of suddenly seeing 
or hearing things which other people could not.
Could it be that the emergent onset allows people the time to explore the experiences in 
conjunction with what is occurring around them, possibly allowing connections to be 
made and triggers identified more easily than when a sudden, shocking onset occurs 
leaving people more confused, making it more difficult to tease apart? This would lend 
support to the idea that people should be encouraged to explore the ways in which their 
experiences came about in order to make sense of them (e.g. Rhodes & Jakes, 2010). In 
line with recovery literature which emphasises the importance of making sense in order 
to recover (e.g. Roberts & Wolfson, 2004; Slade, 2009) participants who had made more 
sense seemed to have managed to reconnect or re-establish ways of functioning in their 
world outside of the experiences of ‘having psychosis’. The importance of this for the 
individual nature of recovery will be discussed below.
5.2.7 Individual recoveries
The participants’ expressed aspects of recovery included becoming more in control of 
the voices (Toby), reconnecting to previous roles (Nina and Rachel), finding meaning in
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spirituality and seeing the experience as opportunity for growth (Sarah) and continuing to 
search for meaning (Samantha). The importance of themes such as control, social roles 
and spirituality have all been emphasised in recovery literature (Slade, 2009) and 
highlight the importance of individual approaches to recovery. Andresen, Oades and 
Caputi’s (2003) model of recovery offers four key processes to recovery; i) finding hope; 
ii) re-establishing identity; iii) finding meaning in life and iv) taking responsibility for 
recovery. The current research further illuminated these findings through emphasising 
the importance of the process of identity development through the voice of those who 
have experienced it.
Finally, the importance of gaining social support and the challenges in achieving it was 
evident from participants. They described family members not wanting or being able to 
take on board what had happened, or friends who expressed disbelief at what they were 
saying. A number of participants revealed that even when support was demonstrated, 
they could feel isolated. This supports the notion that mental health services have an 
important role to play in helping people to make sense of their experiences of psychosis 
to aid their recovery. The ways in which mental health services are currently organised 
in terms of offering support to people experiencing psychosis are discussed in the clinical 
implications section along with further suggestions for what might be useful in terms of 
assisting people in the process of recovery.
5.3 Limitations of the research
As a ‘novice’ I PA researcher, I had not felt ‘brave’ enough to undertake a single case 
design (advocated by Smith et al., 2009). However, as I analysed the data I became 
aware of the potential benefits of such an approach in allowing the space to pay detailed 
attention to each element of interest which might arise from each participant.
Additionally, the responsibility I felt not to ‘over-interpret’ perhaps, at times, constrained 
me in the levels of interpretations I felt able to make. However, I am confident that my 
interpretations have fulfilled, and at times exceeded, the expectations for newcomers to 
the method, as per recommendations in Smith (2004). Smith suggests three levels of 
interpretations including 1) considering social comparisons; 2) attending to metaphors 
and 3) paying attention to temporal changes. He suggests that for novice researchers.
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producing interpretations at the first level would be ‘good enough’, whilst second or third 
level interpretations would be pleasing but ‘not expected’ (p.46).
A second limitation was my inexperience in conducting research interviews. Whilst 
analysing the transcripts I spotted missed opportunities in following potentially interesting 
lines of enquiry. For example, Nina’s overall style had been closer to ‘sealing-over’ (e.g. 
McGlashen, 1975) in that she spoke about wanting to put it all behind her. I was left 
wondering whether I had missed opportunities to explore the ways in which she had 
managed to do this. Perhaps my inexperience made it more difficult for me to reflect 
upon my personal position at all times whilst in the room, namely that I may have been 
less ‘tuned-into’ an account where the tendency had been to ‘forget’ rather than to 
‘reflect at length’.
In considering limitations to the research, it is important to consider the method used to 
analyse the data. It has been acknowledged that different methods of qualitative analysis 
will bring forth different aspects of the research data and will examine different levels of 
the research question (Burck, 2005). In terms of IPA, it has been argued that in the 
search for connections, similarities and divergences across cases, it may miss a 
‘potentially richer sequential account within a single interview’ (Collins & Nicholson,
2002; p.627). Connected to this is Smith’s own admission that parts of the interview will 
be richer than others and so warrant more commentary (Smith & Osborn, 2008). 
Alternatively, narrative analysis does not break interviews down into themes but takes 
the full account to examine how it is structured (Murray, 2008). A narrative analysis 
would have viewed the self narrations as constructions and claims of identity (Linde, 
1993). This would have contributed towards a different understanding of the construction 
of identity that the one reported here. For example, rather than viewing the experience of 
psychosis as having impacted upon ‘identity’ as an entity, it would have looked at how 
participants constructed their identities in the context of the interview itself.
In spite of reporting this as a limitation to the research, it is important to acknowledge 
that there are a variety of approaches within qualitative research, all of which have 
different emphases. It has been argued that the richness of the human condition is such 
that ‘no one tendency would encompass the whole’ (Ashworth, 2008).
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Finally, it is important to note that alternative psychological theories and approaches to 
the ones utilised in this research could have contributed towards a different 
understanding of psychosis and therefore influenced the findings reported here. This is 
explored in more detail as part of the reflexive account given in Appendix F since word 
count has limited what can be included here.
5.4 Theoretical Implications
The rich accounts given by participants in this study add to the literature which considers 
subjective accounts to be useful in terms of furthering understanding of the complex and 
confusing nature of psychosis (e.g. Judge et al., 2008). The individual nature of 
experiences as described by participants has implications for research that tries to 
generalise and for theories that do not consider the importance of individual meaning. 
More broadly speaking, it challenges the assumptions in the medical model that people 
can be categorised in ways that explain what is happening to them, i.e. diagnosing 
someone as ‘having’ psychosis as a way of explaining a particular way of relating to the 
world.
It is possible to connect this research into psychotic experiences, which gives rise to the 
central role of searching for identity, with the findings reported by Geekie (2007) where 
experiences of psychosis are reported as being threatening to people’s knowledge of 
who they are. It has been suggested that similarities between cases which are supported 
by existing literature provides evidence for theoretical generalisability (Yardley, 2008). 
Although IPA is not used explicitly to develop theory, it has been suggested that it can be 
used to make a contribution to theory development (Dalles & Vetere, 2005, p.210; Smith, 
1999). This study can be said to support a theoretical account of psychotic experience as 
being a fundamentally existential one, whereby identity is of central importance rather 
than a collection of symptoms of illness.
Finally, the similarities which existed between Sarah, Nina and Rachel in terms of the 
amount of sense they had made and the type of onset which their experiences seemed 
to fit with offers a potential insight into why some people find it easier than others to 
make sense out of their experiences of psychosis. This could be an area for further
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research: does type of onset have an impact on meaning-making in psychosis? Although 
this is a tentative ‘link’ it fits with suggestions that qualitative research starts with a 
domain of interest, searches for meaningful associations and concludes with new 
hypotheses (Roberts, 2000). It also concurs with the credibility measure described by 
Dalles & Vetere (2005), whereby different perspectives can enhance our understanding 
whilst providing a basis for cross-checking and cross-referencing our findings (p.205).
5.5 Clinical Implications
It is important to note that this was a small scale study concerning the experiences of 
specific individuals within a specific service locality and therefore, the implications may 
be of most relevance to those who form part of that particular service. The finding that 
participants were rebuilding their sense of self has potential implications for the EIPS 
who offer support. It has already been suggested that care co-ordinators may be key 
figures in restoring the individual’s psychosocial development trajectory (Birchwood, 
2003). However, people who access the EIPS may come to view their relationships with 
professionals as significant. The social-cognitive theory of self (Andersen & Chen, 2002) 
would therefore suggest that professionals in the EIPS may impact on how people come 
to define, evaluate and regulate themselves. Issues around careful sharing of diagnostic 
information may be part of ensuring that self definitions remain positive. People should 
be encouraged to view diagnosis as one way of constructing what is happening rather 
than the only or preferred way.
Currently, NICE guidelines recommend offering CBT to ‘all people with schizophrenia', 
and state that CBT should be conducted with a treatment manual which has evidence for 
its efficacy from clinical trials (NICE, 2010, p.368). The three main goals of CBT have 
been described as being to reduce distress and disability associated with psychotic 
symptomatology: to reduce emotional disturbance and to promote the active participation 
of the individual in the regulation of risk and relapse and social disability (Fowler et al., 
1995, p.83). These goals are echoed by NICE (2010, p.369). NICE also recommend 
family intervention and art therapy with CBT and family intervention taking precedence.
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There are limitations to such ‘symptom focused’ approaches however as it has been 
suggested that there is a risk that mental health professionals will increase suffering for 
people if they generate impersonal case histories which fail to illuminate each individuals 
experience in their struggle to survive (Roberts, 2000, p.434). This is not to imply that all 
mental health professionals offering interventions in line with NICE guidelines will be 
purely ‘symptom focused’, and the use of a treatment manual does not mean that 
individual case histories will be disregarded. It does, however, raise questions around 
how mental health services, such as the EIPS may be restricted in terms of what type of 
help they offer, in their organising and recruiting of staff to offer ‘evidence-based’ 
interventions. Additionally, it has recently been reported that implementing the NICE 
guidelines can be difficult due to severe workload, time pressure and pessimistic views 
of recovery for clients with psychosis (Pryts et al., 2011). This echoes back to the ideas 
raised in the introduction around the importance of taking a critical look at how mental 
health services can potentially foster inequality and oppression through their non­
questioning stance on guidelines ‘offered from above’.
Specific interventions with an emphasis on striving to understand individual experiences 
of psychosis have been reported. In 2008, Calton and colleagues conducted a review of 
the soteria paradigm, which aims to give meaning to the persons subjective experience 
of psychosis by developing an understanding of it by ‘being with’ and ‘doing with’ the 
clients (Calton etal, 2008, p. 181). The findings suggested that the soteria paradigm was 
at least as effective as traditional based hospital treatment, but achieved without use of 
antipsychotic medication and with the benefit of avoiding the marginalisation inherent in 
being diagnosed and hospitalised.
Whilst it may not be possible to offer the soteria paradigm approach in existing mental 
health services such as the EIPS concerned here, an alternative may be a narrative 
approach which values content in seeking to understand rather than explain (Roberts, 
2000, p.436). This is a clinically useful approach in helping people to make sense of their 
experiences. The notion that people can define their lives in many ways is central to the 
narrative approach (see White and Epston, 1990). This has relevance for those who 
have experienced psychosis and want to find ways of understanding it outside of the 
medical or illness model. It could offer the potential for people not to find themselves in
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positions where the notion of ‘being psychotic’ becomes the dominant story in their life. It 
would also offer an alternative to the CBT approach which can avoid the meaning of the 
psychotic experience itself, something which was important for the participants in this 
study.
5.6 Conclusion
Whilst conducting this study, I came to realise that I had expected a clear answer; a way 
of uncovering exactly how participants had made sense of their experiences of 
psychosis. However, it has been suggested that although we may long for clarity and 
simplicity in our understanding, we must be careful not to deny appropriate complexity 
(Roberts, 2000). What became apparent in this research was that the way people had 
negotiated the task of making sense of psychosis was complicated. Just as there is not a 
simple explanation for what psychotic experiences ‘are’, there is no simple way of 
accessing meaning-making processes. Each person described journeying through their 
experience when they were telling me about how they had come to understand it. 
Participants were at different stages of this journey and some had made more sense 
than others.
The contribution of this study is in the detailed observation of the accounts that 
participants constructed around their experiences of making sense of psychosis. It 
generated suggestions about the central role of identity for these participants in the midst 
of their making sense. This has been developed from people with first hand experience 
of this process. They did not make sense in isolation and the situations and contexts in 
which they found themselves impacted on the ways in which they made sense of who 
they were and what was happening. Reactions to them and around them fed into their 
self concept with the potential to be damaging or healing. If sense was made of who they 
were and why the experience had come about, renegotiating a meaningful, hopeful life 
was possible and probable.
Mental health professionals should reflect positive, hopeful images of people back to 
themselves and also be careful educators and information suppliers regarding 
diagnoses. The wider community also has a part to play. If people are continuously
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marginalised, they face an extra struggle in assimilating the experiences of psychosis 
into their identity in a way that gives people hope for a better future.
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Participant Information Sheet
TK(e
Ho-A/ do scrvico users make sense of their expenences of psychosis? A  
phenomenological analysis.
Invitation oarao raoh
This reseath <s b^ing done as paT of an eduoa^cnal oualifica: on I am ou-^on  ^
sruJying to beccne a Clinca! Psychologist and this pnoject wi ' be my f/a  cf 
Rcsea^h Project
You T T  irwited to ta*% p M  in a study look ng at how people come to understand 
*hei u tubual experiences. Before you decde v^ether you would like to take 
par It r- nportant for you to understand why this is being done and what it wll
TxiOlve
P mke yoi^ time to read this ink)rma@on carefully and discuss It with 
a \o  e
Please ask If there is anything that is not dear rx if you would like more 
informaUon. Take time to dedde Wiether or not you w^h to take part.
Th(mk you for reading this.
What Is the oumose of this study?
The purpose of Uiws studv is to find out the different ways peopW come to 
understand their unusuni efpe'.knoes Trls will he^) workers in the mental 
health services learn Jie be= veys :o helo serv'ce users.
Why have I been chosen?
You were chosen becaLS-:f you have experienced some unusua'/upsehmg things 
end It would be helpW to know ho.v you came to make sense of tnese 
experiences. The study wiH be asking 10 people about their experiences.
Do I have to take nartt>
It is up to you to cue whether or not to take part, if yrxj deckfe m take part you 
are stil" r^ee to v.itfdraw at any t,mo v,i'nout giving a reason. W Wrawing from 
(he stucy or dccidrg not to partiapafe will not afkict your
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331 ^  car! shùc:;
What wH haoocn to mo if I tako nad?
Y o j  w :)l b e  m v it e d  to  c o m e  o n d  to lk  to  m e  f i x  u p  to  o n e  h o u r  T h i s  w M l W  a  t a l k  
a b o u t  h o w  y o u  h a v e  m a d e  s e n s e  o f  y o u r  u n u s im t  e x p e d e n c e s .  W e  w iH  o n ly  
n e e d  t o  m e e t  t o  t a lk  a b o u t  t h .5 o n c e .
T h e  ta lk  v /  il b e  t o p e  r e c o m o o  s o  t h a t  I c a n  r e m e m b e r  w h a t  w o  h a v e  t a 'k o d  a b o u t  
a '^ te n v a r c s  O n c e  I h a v e  c o r e d  it  n '(  d o w n  in to  w r it in g ,  y o u r  n a m e  w ill  n o t  b e  
'o c lu d o d  s o  t M t  i f  a n y o n e  e ls e  r e a d  it. t h e y  w o u ld  n o t  k n o w  t h a t  d  w a s  y o u  
layng.
V A e n  I h a v e  f in is h e d  ta lk in g  t o  t h e  10 d i f f e r e n t  p e o p le ,  I w i l l  b e  w i t i r g  e  l e r o r t  
a b o u t  w h a t  I h a v e  fo u n d  o u t .  Y o u  v /i l l  b e  s e n t  a  s h o d  c o ; :^  o f  th is  t o  le t  y o u  ^ n o w  
w h a t  I d id  v . i th  t n c  in fo r m a t io n  y o u  s h o r e d  w i th  m e .
Y o u  h a v e  a n y  e ^ q s e n s e s  r e ^ b u r s e d  t o  y o u .
What arc the advantaoes and disadvantages of taking part?
T h e m  a r e  n o  a n t ic ip a t e d  d is a d v n n la g t  s  (0 l a k . r g  p a r t  m  t n e  % % a lu a t'o n . H o w e v e r ,  
i f  y o u  w a n t  t o  l e a v e  a t  a n y  t i m e  d u r in g  o u r  t a lk ,  y o u  w c u l d  o e  f r e e  t o  t k )  s o  
im m e d ia te ly .
A n  a d v a n t a g e  c o u ld  b e  t h a t  y o u r  v ie w s  m a y  t t d p  p e o p l e  in  t h e  f u t u r e  W h o  
s im . la r  d i f f ic u l i ie s  t o  y o u .
A I  in fo r m a t io n  c o l le c t e d  w iB  b e  k e p t  c o n f id e n t ia t ;  r e c o r d e d  i n f o r r  i  r r  » 
t r e a t e d  a s  s tn c t ly  c o n f id e n t ia l ,  a n d  a ll  n a m e s  a n d  identifying o e . . .  », I 
r e m o v e d  f i o m  t h e  w r it te n  d a t a .  T h e  a u d io t a p e s  w i: ' b e  s to r e d  n  a  h " ! /»  "  
CLpt)oard dunng t h e  transcnbing p r o c e s s  a n d  t h e n  d e s t r o y e d .  H o w e v e  t  * 
fo ' Ic w in g  e x c e p t io n s  a o o 'y  -  i f  y o u  s a y  t h a t  y o u  in te n d  t o  h a r m  y o u rs <
Is e .  a  r r c m b e r  o f  t h e  t e a m  in v o lv e d  in  y o u r  c a r e  w i l l  b e  n o t - f ie o .
What will hannen to the results of the study?
T i r e  s tu d y  m a y  a ls o  b e  p u b l is h e d  in  a  n u m b e r  o f  o la c e s  in c lu d in g  a  p s y c  
jo u r n a l  to  s h a r e  t h e  u s e f u l  f in d  n g s  w i th  o t h e r s  Y o u  w ill  n o t  b e  i d e n t i f a b  
th is  p u b l ic a t io n .
Who has reviewed this study?
A !1 r e s e a r c h  in  t h e  N H S  is  lo o k e d  a t  b y  a n  i n d e p e n d e n t  g r o u p  o f  p e o p le  1 j  
R e s e a r c h  E th ic s  C o m m i t t e e ,  t o  p 'o t e c t  y o u r  s a f e t y ,  r ig h ts .  w e H b c h g  a n d  d  o m  
T h is  s t u d y  h a s  b o o n  r o v « o w e d  a n d  g iv o n  f a v o u r a b le  o p in io n  b y  S u s s e x  
P a r t n e r s h ip  R e s e a r c h  E th ic s  C o m m i t t e e .
I f  y o u  h a v e  a n y  c o n c e r n s  a b o u t  th e  p r o je c t ,  y o u  s t w u l d  d is c u s s  t h e m  w iU t  d i e  
p r i n d p a l  r e s e a r c h e r  le a d in g  t h e  o m ^ o c t
P a g e  2 o f 3
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If y<Ki dedde to podiapati- in the prefect ytxj v #  be given a copy of this 
infomahon sheet and a s-gned oxisent form to keep.
Page 3 o f:
190
Appendix B
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Participant Consent Form
Title of project:
How do people make sense of their experiences of psychosis? An Interpretative 
Phenomenological Analysis.
Name of Researcher:
Mia Harrison (01483 300800)
Please tick box:
1. I confirm that I have read and understand the information sheet 
dated June 2008 (version 1.2) for the above study. I have had the 
opportunity to consider the information, ask questions and have had these 
answered satisfactorily.
2. I understand that my participation is voluntary and I have the right to 
withdraw at any time, without giving any reason, without my medical care 
or legal rights being affected.
3. I understand that a report will be written up about the study which may be 
published in a number of different places. Although direct quotes from 
interview may be used, I will not be identifiable in the report.
4. I agree to take part in this study.
Name of Service User
Name of Person taking 
consent
Date signed
Date signed
Signature
Signature
When completed, 1 for service user, 1 for researcher, 1 (original) to be kept in 
medicai notes
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Interview Schedule
1. Would you mind telling me about the experiences that led you to seek help 
from the El PS?
Prompts: how long ago was this? Was it you who sought help or did someone else 
encourage you to seek help?
2. Have you talked about your experiences with anybody in the service since 
you have sought help? If yes, would you be able to tell me with whom and 
how have you done this?
Prompts: when does this happen? When or how do opportunities arise for you to talk 
about your experiences? Has it been helpful to be able to talk to people in the service? If 
yes, what has been helpful about it? Did you feel understood? How did you know people 
were listening to you?
3. Can I ask you what sorts of things the EIPS have been doing to help you 
since you came into contact with them, if any?
Prompts: What has helped? What has hindered? Could you tell me more about It?
4. Could you tell me about any experiences you have had talking to people 
outside the EIPS about what has happened to you?
Prompts: Have you been able to talk to any family or friends about your experiences? 
Have you accessed any other sources of support? What have these been? How was this 
different from talking to people in the EIPS?
5. How do you think about your experiences now you are ‘x’ months down the 
line? How does the future look from where you are now?
Prompts: Do you think your thoughts might change in the future or do you think your 
ideas about your experiences are fixed? Can you tell me more about this?
6. Is there anything we did not cover during the interview that you were 
expecting us to? Is there anything you would like to add?
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Appendix E
serwee in the end or when the service was conWed 
is that where your rock bottom...
yeah yixi could say that %tien i %eni home end nac my 
^isode arm do you want me to descr.be what tie  rpfsode 
was about Of
weB you can if you feel comfortable to do that i mean ypoh i 
\,L s son of intcested in the exoerience that led to (10 earlv 
'' \ent on 'ean gettmg involved and then soT of how you 
made sense of those experiwices
erm ok i'll give da shot bas ice 1Y when « v/as lAtien I
' ' ' '
0ÿo*,|
AW-'*
obviously came md way after like 1 v/as half way v/ell not - . 
midway ; was probably about quarter of the way done with 
uni i still had a few good months left but i postponed It but 
when i came home erm i knew that all my Alends were 
doing there final year and everything but i still had a deep 
co-cem about this one person erm so id see things on tv 
and id be tike (unn ly enough you know it would affect me ,
things on tv Id interpret rt in a different way id be kke is th;s ' 
really gomg to :s t^ s really happening er phone calls er 
ttwre was a * me wl*ere i went to watc  ^this Am called One 
Missed Cal and then one day i had a m^sed call on my 
phone i %@s really scarW cause i had that just NtUe things 
really
like connections.
ii
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not only that but so many dimgs lll(e on facebook happening 
so I had to i didnt have a choice but I had to step usmg that 
(I. Yes yeah} so I stopped usrg facebook i stopped using .. ; . ,
my mobile e'm. ! tTScame vo'y spe< ;^c in v/ho i chose to go 
(wt v,itn but i hardly ever went out id probably 'jte the only - 
(Kit places id go was it i had to got food from die shops or er 
to go ard probably s ^  my aunty i#io lived just round the 
corner i oidnt go ou: that much slowly and sk:wly wtien my 
fr ends realised that look this you know sies n<K well er they - - -
saw others like almost fi tears sometimes id see them #  
never seen rre so dor,"' before cause going horn that stage 
where I fe t inv ns o r  to how i felt tl^n at that time very 
weak vulnerati'e odnt pay any attention to how « looked or - .
v/hatnot hrd t^'^ r-ige s'eepnq patterns swnetlmes ndl ^eep :
properly sent;* mes s eep tv-CKigh #ie dq> <ometim% cry all  ^
the tine you know er the tone in mv vooc was very (ike ' \ ' 
there was only <me tone in my voice i almost became like a \. 
baoy O' a lihlrf small chTd'roaliy cm  and c  they saw this 
in me and gradually my mum and dad would try and get me 
to get out die house one time I got on the bus I went from 
just one stix) er ütinkmg i would get to town along the way # 
got scared again i got off the next stop, Meralty just me stop 
that! just got off got on not even a minute walk I got back off . . - 
and I ran borne (L Ok) I became very scaled just very very 
scared so many emotions I was feeing at triat t.me very 
pan:çky so one day I happened to go to the doctors i went to 
my aimts house obv^ (xrs*y she knew r wasnt well at mat oma 
she came with me to the drx^rs i went to Ae dobkxs and 
you kroiv ; mus: hove said something very strange to them 
and they suggetsed you shou !d er go nd see er get Involvod 
w #  the crisis sdutions team resolution team so Î did that
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and i was st'll vary scared you know ! was meeting so 
many di^ arent people W n  d#m n t parts of ihe commun% 
kl never even heard of all the time Ive been '.\ng ,n this int'e 
area of cwvey and her a fa  sud n i nea'' these big b g 
names aoa'n you /  o ci o'uhon team early 
Intrrvom on team and you know its very scary just twarirg 
mese names ymj know Its Rke id W  meeting so many 
dHtemnt doctors and psychiatrists ard erm I was even a ^ t 
to hospital ^  two days where I aotually saw how other 
perries exp.. i tiad a chance to see peqole who had 
different ergaerlenoes but kind of similar (I. Yeah) and how 
they kind of like I (xxjktnt really talk to anyone about the 
experience because their experience was tot; liv dif^ e^ ent to 
mine but I had a chance to ot%erve you knew wnct i cou d 
see and just sort of like armlyse it within myself and those 
two or three days i cant rememtier how many days I stayed 
at hospital pmbably did me a lot of good in the sense that i 
had a chance to get away from all the people Id been 
seeing, erm my family cause sometimes I felt a Wt 
suffccalor yoj kno.v havng I k y v omily around you and 
wnatnot er i  gave rr« a on r u:» t sort of like be in a 
different environment erm, change of scene be on my own I 
needed some breathing space really, Im not saying I 
enjoyed my stay there (k No) I definitely dW r«)t enjoy my 
stay more but I Wnk I ne«Kl^ It erm
so did anyone talk to you when 
atx)ut v/hat was hs^penlng for ycxji
erm when I was m the lx)spltal I, I chose to go there but 
after a day I was Hke I want to go back home erm I didnt like
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being there but I kind q n d to force m) 
them er Uie doctor mcon,mended * stay them for at least 
<me or W) days W  erm ^  ; just agmed i didnt scxt of like 
say no no no i didnt say i wasnt adamant i have to imve to 
have to go home erm but yean they had started my 
medkzadon bekre that so i was on medicatbns asweü so 
em i was Ending that some of the meds were making me a 
Wt more drowsy so i would sleep ; found the pace of my 11% 
slowed down immaculately as in from wiiat i #d when I was 
at uni In do'ng (ike a kazillicn tnings a day % oxning ju# 
sittir% in a hôpital just sort of l,ke eatmg. sleej|Nng, bathing 
and just a genera! things of survr/a! really erm
and what was that like
■% V- V-'-'îf 'V -vV>'v'
it was I felt very i felt a lidle bit of peace acWally It gave me a 
dianoe to sort of like think about how burnt out i was beWe'^  
to how sort of how chilled <MJl I was then (I. Yeoi ; it gave me 
iM>rt of like a (Aanoe to realise what rea#y mn/ercd in my\ 
li%, sometimes i'd be like 'cause I rememb: hrn in my
fast paced life at uni i'd just t)e like I wouldnt make time to 
eat, ddnk it would just t)e a quWt thing for me i it would 
just get It out ttie cupboard and a W  it in your mouth kmd of 
thing chew har(@y even chew it you know, rww i was like in 
the tx)^ltal chewing my %(xls very stowy. re!sh:ng it, 
iMijoying It you know erm, it wasnt e\mn fast Axxl you know 
it was proper (ike cooked ^  gradually I IdrKl of (ike became, 
ktevelpped an att:K:hment with food er i #ilnk that kind 
had partly to do with the fact (hat i w i^ on mec^ïadon as 
well it helped me build an appetite i'm not saying its a good 
thing tlwi^h (laugh) because erm weight loss is very difficult
'f'
A
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at the end of the day so gradually ye#t I did put on weight 
{ A - ''^T, .y.''. which i kW  of mgret now but It kind of ga\^ me a new 
strength
.k. beira In the hospital did do you mean?
y
eating food (laughter) (1. Sorry) yaah just eadng food ^ p 4e 
yuah emi eatir^ more %oo i ^ould say i used to eat before 
but obviously rx)t enough (I Yeah yeah) or maybe i used to 
eat the wrong food oh i dunno and yeah be'ng in the 
ho!^^l aswell did kind of like give me some breating space ' '
and how ago was I dmt you were In hospital
I cannot rememt>^ (L You cant remember) i diink it was
mayt}e felxuary i'm not sure (I. Of this oh no It wouldn't be)
two thousmxt and eight (I. Two thousand and eight so
nearly two years ago) yeah i cant believe it vms two years
ago sehoushr i sfiH miss erm being a size eight txd hey
(laughter) W  anywys like when i had my episode little
things were Hke not sometimes Id t)e still tie a bit fearful but
other times I t>egan started to feel mwe at one with nature. - ' * -
you could say like er %ere was a dme e lady ircm the
chsis resolution team took me to a garden i found that vmy
very healing just bdng surroimded by all these plants and
fb w ^  just nature in Its ^  where th ^ 's  ha«tly anyone
there but ym; know erm havmg swt of like a rdiance to see
nature from a different angle as In going W buy a plant you
Simple actMty IWw that really had an elfect on
'  -, -  r ,  -  < i came home with like two (x three (Wants that day i 
remember ei^ryday Wien I wake up id be running down to
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see my (Want kj be (Ike wcw you know id like to l%e id k>\% to 
nuture a plant help it to grow so at the same time when i 
was helping the plant to grow i guess i was qrowing in 
mysoit as a persan i kind of became a kit more respons-ble 
a bit more sod of like i fe!i myself growing up i tnink when i 
was home two yearn ago i think ; was pnet^ i wmsnt mature 
the things ; was doing a m#um paeon would pmbaWy 
never do, but having the expenence tna; ae had, has really 
helped me sod of to take on more responsiki it es no"A\ see 
thirds horn a dif%ront angle from I can really %el as *  ; can 
see the bigger picture now
and thats jmu say correct me if im wrong you say thats 
havmg the episode has given you that diffeent perspective 
is that what you mean sod of that coming through that is 
that what you mean?
'  ^
the episode was just the beginning (I. The beginning yeah) If 
that episode had never had happened I probaWy wouidnt - 
have taken up the spritual life afterwards I would never 
have seeked out local friends like in crawley knshna 
oonsdous triads er go to the jammings erm
so you'll done that all since the 
seeking them out and.,.
so is mat %ht
yeah me epis(x% was sort of like it was like you (xiuld say 
Rke an awakenmg it v/as a spiritual e)q>eni^ ce yet I dont 
want to disgu'se mat under a medical name in the sense of 
like me being dep'ossed i den: want to give that i dont want 
to say oh i hade spiritual experimce yeti was ill at the time ^
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so wouW so you wouWnl like to them t^ether so 
for ^  its important thaL..
' /,'J 
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i wouWht want to coi^ up ^melhing Kke say me being 
given a diagnosis or something and say that that was a 
spintual experie nce no * wouidm do Uiat but wtmt i would 
say is dial the events mat have taken place or have led me 
to wliere I am row thCf were oc*^ n *ely &r \Uc'd Yeati) 
ixm but m/ oOf OLS v He the v i wss g ,en c d igno^ 
Wm or whatever mat vms scientific $n me sense that It was a 
diagnosis wamt it it was something that I vms given, but if i 
look back now erm at what the diagros's was to be honest 
with you i (ouldnt cam less what i was d agnosed with (I. 
Yeah) t>eo8use within mysod i k-nj of Ike knew in my heart 
its just a diagnosis its not the end of the WPdd for me kind of 
thing
was that easy to..v^s that easy ki talk to...
when i first got the disagnosis i was not happy at all i was
very imry sort of disappointed in myself i was thmkmg, my . ' . ' " -
fhends you know Wiat are they going $0 think of me erm Kke
i wou'd be tn nkng how am p«>ple in society going % vaw . ,
me but tne f jrny th=ng 1$ erm my vdien i dW build up enough . _ .  j
confidence % share it wiA people wlx) are dose to me erm ;
too fourK* out mings ataout W r  life diat they're not happy - 1 :
about and eon it just goes to show that no-om in this life is - ' '
genuinoy gong to be happy unless they find the Wgg^
pic^re. seek you Imow the net^ ar and you know have some ;
kind of spnwa! element to it t>ec8use unless you're ^
:.s
2^
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 . .. X, ' .
s 'k V«4wv} ,?A
),p.
i ik,0-^  bi; 4,A <V'i>-A,
y. /'11.-,
spi#ja@y sod of able to mconnec  ^v # i someone v^o is just 
you (m<AV mctmordinary up thm-e you'm never going to have 
enough sbength you're nOM' pong to be able to do 
anything y(^ mignt tie ab'e to do it s'^ ort term but there's no 
sudi dihng as matenai goals i b"' eve you know long term 
materWI goals anythlr^ cmAd happen tomormw you can't do 
that if you do spMtual maL.like spiritual goals if you seek otjA 
spiritual goals, diey're not hard to take up they're very 
simple (I. Yeah) but m-m its up to if yrxj vmnt to do that 
r^ lly i guess and i diose to do that and erm so %r so good 
you know nothlhg has phased me so far at the mommt 
toudi wood
!K) do you feel like oau^ it sounds like your wew of your 
diagnods now Is different to how it felt when you were 
diagnosed (^ .definitely) and it %iunds (ike from v^at youve 
said that your sjxntual journey has been a massive part of 
you gctt.ng to that different stage is that how you \^ ew it is it 
sodofsointval..
■ £:yi
debnitely a spiritual awakening yeah it was a gradual very 
gradual process for me some people tlwy couk) have a 
spihtual aw-i'Ln ""a t'y seeing somecme who is very dose % 
them de rno ' xojoh that the) seev scxreinlng bi^er but 
for me its «c* *hr episode W ' took pncc the slbiadons i 
was put in er die mood i was feeling i didnt want to talw 
contemporary medkdne to be honest I didnt want % talw any
...................j medicine at all but I tœk it i guess I cant really say I regret It
W t in me Mure i probably wou'dnt choose W take a^y 
medidne (I Yy-'h) only beoaiBe of the fact that my mayte 
my mcxals n^c m\ ideas of #e have kind of like dhanged a
|r l s/viiVsASrf-vX
. , ,x - - '
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Reflexive account:
This reflexive account considers the ways in which it is likely that the research was 
influenced by my own position, knowledge, experience and beliefs. Prior to conducting 
the research, I took part in an interview with a fellow researcher to elicit some of my 
preconceptions and expectations (which were alluded to in the main body of the 
research) so as to be aware of these as the research was taking place. This more 
detailed account was written following completion of the research. I felt it was important 
to make this point clear so that the reader knows at which point in time these reflections 
were written. In attempting to explore the myriad of ways that I impacted the research, I 
became overwhelmed at the seemingly never-ending list. I have therefore structured this 
account to include reflections on my prior experiences of psychosis and how these may 
have impacted upon the research; a consideration of the context in which the research 
took place and my epistemological position within this and finally, an exploration of 
issues of difference and diversity which couid have impacted the research interviews and 
therefore the analysis and interpretations. My hope is that these reflections give an 
overview of my assumptions and provide a way for the reader to assess for themselves 
some of the ways in which I have impacted on this study.
Prior views, experiences and beliefs about psychosis
My personal experience of being witness to someone who struggled with experiences 
that could have been labelled as ‘psychosis’, fed into my earliest personal constructions 
of what psychosis ‘was’. My way of making sense fitted fairly closely with a stress- 
vulnerability model, e.g. that I perceived the person to have had certain characteristics 
which meant that they were vulnerable to responding to life stresses in a more extreme 
way than others might. Coupled with this was my sense that there were external 
incidents and experiences which had ‘buiit up’ for this person until they became 
overwhelming and a stressful trigger then became ‘the last straw’. Over the years, I also 
watched the tenacity of this same person as they battled with their experiences until they 
reached a point where, from an outsiders’ perspective, the battle had been won.
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Professionally, prior to commencing clinical psychology training, my position in the 
mental health division of a pharmaceutical company taught me about the ‘chemical 
imbalance’ and the dangers of ‘relapse’ if anti-psychotic medication was not adhered to. 
Perhaps it was my personal experiences which had gone before that caused me to 
struggle in this role, since I did not buy into the unshakable biological and medical 
explanations for distressing experiences that the company so firmly believed in. I 
constantly felt like I was compromising my own beliefs in effectively ignoring the person 
and reducing everybody who experienced psychosis as being in some way ‘faulty’. 
Inspired to try to make a difference to the individuals who were largely ignored by the 
pharmaceutical industry, I left and became an assistant psychologist in an Early 
Intervention in Psychosis Service. Here, I was introduced to ways of talking which 
seemed to fit more closely with my own understandings. The stress-vulnerability model 
was often used to talk about clients. I was also introduced to CBT and began reading 
more about these ways of understanding psychosis. Coupled with this was an emphasis 
on working with families rather than individuals, which also fitted with my own beliefs that 
as people in the world, our experiences are not only about us as individuals, but about 
the interactions we have with other people, events and circumstances.
Clinical training placement experiences have been predominantly working within a CBT 
model, although often drawing on systemic ideas and utilising psychoanalytic thinking to 
formulate and to reflect on the therapeutic relationship. The EIP service which this 
research was conducted in utilised the CBT approach whilst also offering family work. 
During training I had also attended a conference entitled ‘Psychosis in Context’ which 
explored alternative ways of thinking about psychosis and to manage the distress it 
brings about. These included community psychology ideas as well as encouraging a 
curious and open stance when working with people in such distress. The conference 
also highlighted that as professionals working within the NHS, it is important that we 
challenge the status quo and question the validity of the rigidity of the medical model.
Impact of my prior experiences on the research
The brief overview above hopefully highlights how some of my personal and professional 
experiences would have led to me holding prior assumptions and beliefs around
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psychosis. One of these assumptions was that I did not believe that a medical or 
biological explanation of psychosis was sufficient in itself for understanding what it meant 
and therefore that the issue of labelling and diagnoses were potentially problematic for 
me. However, the clinical experiences I had gained during training had honed my skills in 
‘staying curious’ and I believed that I had enough flexibility and awareness to be open to 
potential participants for whom the medical model had provided clarity or comfort. I also 
carried with me the belief that making sense was in itself an important task since it had 
been a focal point for us as a family in the early days of making sense of what had 
happened to our loved one. This belief, combined with my assumption that anyone 
wishing to take part in a study concerning ‘making sense of psychosis’ would also share 
this belief, did make me potentially vulnerable to be less tuned into any account whereby 
making sense had not been so important.
Context and epistemology
It is important to note the context in which this work took place -  namely the NHS where 
the medical model dominates. The particular service from which participants were 
recruited operates within the NHS and also adheres, therefore, to the recovery approach 
which is aligned with an ‘illness’ model. It could be said that this study ‘foilows’ that 
model in the sense that the predominant approach which was explored in the 
introduction was CBT, since it was relevant to the service context. CBT is also discussed 
in the discussion alongside another possible therapeutic approach, namely a narrative 
one. It is therefore relevant to reflect upon the fact that there are other approaches and 
theories to understanding or contextualising the experiences of ‘psychosis’ which would 
have impacted upon the findings and interpretations made in this study.
I recognise that if I had approached the study with psychoanalytic or social 
constructionist approaches in mind, my analysis and interpretations would have taken a 
different form. For example, one social constructionist view may be to argue for a 
merged view of ‘the person’ and ‘their social context’ where the boundaries of one 
cannot be easily separated from the boundaries of the other (Kondo, 1990, p.222). This 
viewpoint would have led to the construction of psychosis as being something different 
from a ‘thing’ that happened ‘to a person’ as is perhaps advocated within this research.
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What is also relevant here, however, is an acknowledgement of my epistemological 
position. My own belief about ‘what we can know’ is that there is not a single truth but 
that multiple realities exist. However, I would be honest and say that my belief that 
conversations are constructed in specific contexts sits alongside my belief that we do 
‘hold’ certain cognitions about the world and our experiences within it. In this, I align 
myself with what has been described as the ‘light constructionist stance’ which IPA also 
holds (as opposed to the strong constructionism of discourse analysis for example) 
(Eatough & Smith, 2006). That is to say that I have the assumption, as IPA does, that 
people have ideas about things, and it was these ideas I wanted to explore. I have 
reflected since completion of the study that perhaps this epistemological position also 
influenced my focus on the CBT model (albeit with acknowledgement that this in itself is 
not sufficient to understand psychosis), since CBT also holds assumptions that there is a 
link between people’s thoughts, feelings and behaviour, i.e. there are ideas which people 
‘hold’ that influence what they do and say. This is an important reflection as it has been 
said that the ‘results of psychological research reflect the researcher as much as the 
researched’ (Salmon, 2003, p.26). However, I feel like I am at an early point in my career 
as a psychologist, and as such, further exploration of explanations of psychosis (and 
other mental health difficulties) will form an integral part of my continued professional 
development for the rest of my career.
Difference and diversity and the double hermeneutic
Developing sensitivity to issues of difference and diversity is an important consideration 
of the 10 shared essential capabilities (DoH, 2004). What follows is an exploration of 
some of the differences that existed between myself and my participants as well as 
reflecting on whether anything could have been done differently to try to take some of 
these into account.
Just as I held a number of prior beliefs and assumptions, it is also important to explore 
how participants may have seen me and what assumptions they may have made about 
who I was and what I represented. I am a white, female professional in my early thirties. I 
was born and have always lived in England, albeit moving from the Midlands to the
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South East in my early twenties. I am also a married woman and a working mother. Of 
course, some of these ‘facts’ would have been obvious to participants (e.g. my gender, 
approximate age and the colour of my skin) whereas others would have been invisible 
but would have possibly been guessed at. I wondered whether participants saw me as 
representing the NHS, or the particular EIPS and whether this impacted upon what they 
felt they were able to say. I did spend time in the room with each participant prior to the 
interviews explaining the purpose of the study, ensuring they understood it and 
attempting to put them at ease in terms of there not being a ‘right’ or ‘wrong’ way to 
answer questions in the hope that they would feel able to be as open as possible.
A number of my participants had different ethnic origins from me. However, I have been 
aware since an incident in a previous group setting at University of making any 
assumptions on this basis. For example, it would be easy to assume that someone of 
asian origin would have different cultural beliefs to mine which may not be the case. To 
try to explain further -  even if all participants had been white females in their early 
thirties, our experiences of family structures and values, cultures of origin and personal 
belief systems would all still make us different from each other. Therefore, despite the 
importance of considering the possible cultural differences, it is also important to 
acknowledge that there were a number of shared experiences between myself and my 
participants. For example, we all lived in the same geographical location and all had 
experience of seeking help from a mental health service for experiences which could be 
labelled as psychosis (albeit mine were from the perspective of a family member).
Despite this reflection about the dangers of assumptions based on a person’s apparent 
culture of origin, I do believe that if the research were to be repeated it would be useful to 
include some questions in the schedule pertaining to this issue. For example, questions 
could be asked regarding the beliefs held in their culture of origin about mental health 
difficulties, in particular psychosis. This would address the issue of not assuming that 
you can know a person’s culture of origin without asking about it.
Issues of difference may have been important to participants in other ways, for example 
they may have viewed me as being more powerful due to my position as researcher. 
They may have seen me as not being a user of services as opposed to their obvious 
position of being users of the service. They may also have made assumptions about my
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cultural or social beliefs due to my wedded status, identified on the basis of my wedding 
ring. Of course, they may not have made any of these assumptions but may have made 
a host of others that I would never know about. The underlying matter here is that any 
assumptions that the participants made about me and any assumptions that I carried 
with me into the room impacted upon the conversations that took place and the 
subsequent analysis and interpretations made.
It is entirely possible that I interpreted the accounts in ways which the participants 
themselves may in parts have constructed differently. However, IPA acknowledges the 
inevitability, and the importance of my understanding being influenced by a number of 
different factors (as explored in this reflective account, e.g. my beliefs, epistemological 
position, my experiences etc). Indeed, IPA suggests that an ‘insiders’ perspective’ is 
never possible and that we need to make interpretations in order to make sense of 
someone else’s position or experience. This double hermeneutic -  me making sense of 
the participants sense making, is always a subjective process. I hope in these reflections 
that I have shed some light on the ways in which my particular interpretations may have 
been influenced by my own position, knowledge, experience and beliefs.
212
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
